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Significant Events 


AMA Spearheads 
Vaccine Campaign 


Academy Urges 
Private Program 


> After two years of confusion, an orderly program 
to achieve universal protection against polio began to 
emerge last week. Prodded by a special committee which met 
on January 5 in Washington, the AMA called a meeting in 
Chicago January 26, where a national program to overcome 
public apathy was launched. 

President-elect Malcom E. Phelps represented the 
Academy at the Washington meeting. There he urged the AMA 
to take the lead in a national public education campaign to 
achieve universal immunization. 

Several months ago it became obvious that the supply 
of Salk polio vaccine would soon surge ahead of the demand 
and that the nation, instead of clamoring for precious 
cc.'s, would become lethargically apathetic. Druggists 
reported slow-moving inventories, export quotas were sex- 
tupled, and USPHS Surgeon General Burney mentioned a 23 
million cc. surplus. With 45 million children having had 
one or two shots last year, 60 million persons under 40 are 
yet to be immunized. 
































»> On December 3, Dr. Phelps, Board Chairman Fount 
Richardson, and Commission on Legislation and Public Policy 
Chairman Floyd C. Bratt attended a National Foundation for 
Infantile Paralysis meeting in New York. Also represented: 
The AMA, the American Academy of Pediatrics, and the 

USPHS. Objective: To give the sagging, dragging vaccine 
program a professional shot in the arm. The meeting was 
long overdue. 

Invited representatives discussed an ambitious plan for 
mass vaccination in schools, union health centers, and 
industrial establishments. The NFIP would furnish free 
vaccine and physicians would contribute their time. The 
plan had all the earmarks of mass production medicine. 

Convinced that this arrangement would tend to damage or 
destroy the important patient—physician relationship, the 
Academy's Commission on Legislation and Public Policy acted 
with dispatch. Meeting in Chicago, the commission con- 
demned any production line immunization program. It added 
that voluntary and public health agencies should direct 
their seemingly limitless energies and funds toward an 
educational campaign pointing out that the physician's 
office is the most logical immunization center. This, the 
commission added, would make it possible to meet immuniza- 
tion goals. 









































Mass Basis 
In New York 


Manufacturers Plan 
Continued Production 


General Practice 
Training Studied 





> Introduced as "representing the general practitioners 
of the country," Dr.Phelps explained the Academy's policy 
statement before several hundred state medical society 
representatives called to Chicago by the AMA. It was round- 
ly applauded. However, the program adopted on January 26 
leaves to local determination the question of whether mass 
techniques are to be used. In New York City, for example, 
private office procedures (at $3.90 per shot) are being 
supplemented with free vaccination by teams of volunteer 
physicians on a mass basis to members of labor unions, 
tenant groups, and business and industry. In some local- 
ities all immunization will be done in doctors' offices. 
Clearly the ball had shifted to new hands since the 
dramatically staged announcement on Salk vaccine by the 
NFIP in April of 1955. Calling for joint efforts with 
business, labor, schools, and health agencies in every 
community, the Chicago conference placed responsibility for 
success of the campaign on local medical societies. Basil 
O'Connor, NFIP President, sat through the conference, but 
took no part in the progran. 























>» Despite bafflingly persistent rumors and reports, vaccine 
manufacturers do not plan to discontinue the production of 
Salk polio vaccine. One manufacturer, alarmed at the nun- 
ber of queries received, sent stockholders a special conm- 
munique belying the widespread gossip. 

A letter recently received from Eugene N. Beesley, 
president of Eli Lilly and Co., praises the Academy's 
efforts to overcome public apathy and for taking the 
initiative in "a matter of such importance to public 
health." Beesley added that he was pleased to learn of the 
"leadership efforts which are planned." He concludes by 
pointing out that "public interest in the vaccine has been 
seriously lagging in recent months." 

The overcoming of public apathy remains a major problem. 
Academy state and local chapters should put their full 
influence and facilities behind the program adopted in 
their localities. 





























> A slightly revised version of the Academy's definition 
of general practice was adopted at a January 18 meeting of 
the AMA's Committee on Preparation for General Practice. 
The conference agreed that "General practice is that area 
of medical practice performed by a doctor of medicine who 
may engage in all fields of medical diagnosis and therapy 
to a degree commensurate with his professional competence, 
offering a continuing service to the family as a unit, and 
calling into consultation other physicians under circun- 
stances requiring special skills exceeding his own." 

The general practice preparation committee was named by 
the AMA's Council on Medical Education and Hospitals— 
acting on specific instructions from the Board of Trustees. 

















Drs. J. S. DeTar, D. Wilson McKinlay, and Jesse D. Rising 
represent the Academy. 

















William R. Centerwall, M.D., currently an instructor in pediatrics at the 
College of Medical Evangelists School of Medicine, Los Angeles, and a member 
of the attending staff of the Los Angeles County Hospital, has written “The 
Venipuncture in Pediatrics.” He was graduated from Yale University Medical 
School and took a general rotating internship at White Memorial Hospital, Los 
Angeles, followed by a pediatric residency training. He is a member of the Medi- 
cal Research Association of California and a diplomate of the National Board of 
Medical Examiners. Dr. Centerwall claims as his hobbies the study of entomology 
and apiaries. Page 74 


Walter A. Fansler, M.D. is the author of “Proctoscopy and Proctologic Office 
Procedures.” He received his A.B. degree from the University of Missouri in 
1911, his M.A. in pathology in 1912 and his M.D. degree from Johns Hopkins in 
1914. Immediately following his schooling, Dr. Fansler became an instructor in 
pathology at Marquette University. He is a past chairman of the section on gastro- 
enterology and proctology of the AMA, past president of the American Board of 
Proctology, and a fellow and past president of the American Proctology Society. 
Currently, Dr. Fansler is a professor and heads the departments of proctology at 
the University of Minnesota and Minneapolis General Hospital. Page 101 








William H. Lipman, M.D., the author of a number of articles and papers in the 
field of allergy, has written “Allergic Reactions to the Salk Poliomyelitis Vac- 
cine.” Dr. Lipman was educated at the University of Wisconsin where he re- 
ceived his M.D. degree in 1927. He is a member of the staff of both Kenosha 
Hospital and St. Catherine’s Hospital, Kenosha, Wis. Recently, Dr. Lipman has 
spoken before the American College of Allergists, and in 1951 before the Inter- 
national Association of Allergists in Zurich and Rio de Janeiro in 1955. Dr. 
Lipman has done a considerable amount of clinical research in allergy and is 
presently preparing two articles on his studies. Page 94 





John H. Moyer Ill, M.D. has written another in a series of articles on Practical 
Therapeutics from Baylor University’s Texas Medical Center in Houston. This 
article entitled “Treatment of the Ambulatory Patient with Hypertension” is the 
latest in the series. Dr. Moyer has worked actively in the field of hypertension 
and in addition has been interested in kidney diseases and correlative teaching. 
A graduate of the University of Pennsylvania School of Medicine, Dr. Moyer is 
now associate professor of pharmacology and medicine at Baylor, and serves on 
the staff of several Houston Hospitals. To date Dr. Moyer has 170 published 
articles to his credit. Page 108 





Edwin L. Prien, M.D., assistant clinical professor of urology at Boston Univer- 
sity School of Medicine, is the author of “Medical Management of the Recurrent 
Urinary Stone.”’ Dr. Prien received his A.B. and A.M. degrees from the University 
of Wisconsin and his M.D. degree from Harvard in 1929; he then took his intern- 
ship at Stanford University Hospital, San Francisco. Currently on the staff of four 
Massachusetts hospitals, Dr. Prien devotes all his time to the field of urology and 
is particularly interested in the various aspects of urinary calculus disease and 
biologic crystallization. Dr. Prien has been in private practice in Brookline, 
Mass., since 1937. Page 80 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Residency “Policy” 


Dear Sirs: 
Referring to the article, ‘A Planned General Practice 
Residency,” on page 156 of the December GP, I would like 
to commend Dr. Williamson for the very excellent exposi- 
tion he has presented. However, in reading the article it is 
quite evident that Dr. Williamson in planning the program 
for the residency is not fully aware of the thinking and rul- 
ings made by the Joint Residency Review Committee. 
Specifically, it is the ruling of the Joint Residency Re- 
view Committee on General Practice Residencies that oper- 
ative surgery of all kinds be reserved for second or prefer- 
ably the third year of residencies. So a suggestion would 
be that the operative gynecology be reserved for the second 
or third year of residency and in its place such experiences 
as x-ray, clinical laboratory and outpatient clinic be put 
into the first year of training. If this were done the student 
physician would have a more complete training in diag- 
nosis before attempting to do major surgical procedures. 
I would also like to commend Dr. Williamson on his 
interest and hard work. From the context of his article, I 
would assume that his hospital may be in one of the few 
favored situations where there is sufficient clinical material 
to develop a very excellent third year of straight surgical 
training for general practice residents. 
May I suggest that Dr. Williamson and all others who 
are helping to develop general practice residencies, cor- 
respond with Dr. Jesse Rising of Kansas City who is chair- 
man of the Joint Residency Review Committee for General 
Practice Residencies. 
D. W. McKuntay, M.D. 
Chairman 

AAGP Commission on Education 

Spokane. Wash. 
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No Dogmatic Certainty 


Dear Sirs: 

Dr. James E. Gottemoller, evidently a devout Roman 
Catholic, read my article, “Religion and Medicine—Allies 
or Adversaries?” (GP, September 1956) and in a letter 
(GP, November 1956) concluded that the article contained 
(1) a “jibe” against the Roman Catholic Church, (2) 
a “typical Protestant misinterpretation of the Catholic 
thought” on birth control. 

The “jibe” and the alleged “misinterpretation” were at- 
tributed to the lack of “intellectual honesty to look up the 
Catholic viewpoint on birth control,” and the lack of cour- 
tesy to consult with “authorities of other religions before 
spouting off in medical journals.” In other words, these 
charges explicitly state that a professor of ethics and moral 
theology is guilty of unethical practice. In theology, as in 
medicine, such charges are serious. The “$64 question” 
is: Are there adequate grounds for such accusations? 

As for the writer’s familiarity with Roman Catholic 
thought on marriage and the family, in the last few years he 
has corresponded with Professor John Kane, head of the 
department of sociology at Notre Dame University; con- 
sulted with Dr. Edward Schmiedeler, O.S.D. (then director 
of the Family Life Bureau, National Catholic Welfare Con- 
ference) at his office in Washington, D.C. and done research 
in the Library of the Catholic University of America. 

Moreover, in writing the article under discussion he con- 
sulted an eminent Catholic physician—a member of the 
AAGP, and a lecturer on Marriage and the Family in a 
Roman Catholic college for women. . 

As for the charge that Roman Catholic thought on birth 
control was misinterpreted, the offensive passages were not 
cited in the letter. It is assumed that Dr. Gottemoller’s 
accusations were provoked by three sentences: 
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"The rhythm method of birth control is permitted, although 
‘there has been some discussion among Roman Catholics 
about the wisdom of its use. The average Protestant thinks, 
~~ inall Christian charity, that the Roman Catholic acceptance 

of the rhythm method is double-talk and so do some Roman 

Catholics. They argue that if intercourse is restricted to the 

safe period in the hope that it will not result in pregnancy, 

this intention is sinful.” (GP, September 1956, p. 80.) 
These sentences constituted a brief and incomplete sum- 
mary of some of the positions taken by qualified Roman 
Catholic authorities on the morality of the use of the rhythm 
method. Since the Holy See has neither approved nor dis- 
approved the use of the method, the discussion of this sub- 

ject by Catholics is wide-spread, and apart from a few 
general principles, evinces widely divergent views. 

In the manuscript submitted to the editor, the authori- 
tative sources for the above statements were cited, and a 
bibliography attached. To save space in the published ar- 
ticle, the footnotes were not printed, but the reader was 
informed, “A bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP.” 

If the interested reader will consult either the bibliog- 
raphy from which my statements were derived, or the fol- 
lowing citations, he can decide for himself whether or not 
the author accurately reported the positions of the Roman 
Catholic authorities. 

For the statement, “the rhythm method of birth control 
is permitted,” see chapter 14, ““The Family, Contraception 
and the Safe Period” in Mihanovich, Schnepp, Thomas, 
Marriage and the Family (The Bruce Publishing Company, 
Milwaukee, 1952, Jmprimatur, Moyses E. Kiley, Archiepis- 
copus Milwauchiensis, May 28, 1952.) 

For the statement, “Although there has been some dis- 

tussion of Roman Catholics about the wisdom of its use,” 
see the Rev. Orville N. Griese’s The Morality of Periodic 
Continence (Catholic University of America Press, 1942) ; 
and the statement by Pope Pius XII, quoted in Mihanovich, 
Op. Cit., pages 368-369. 

For the statement ‘They (some Roman Catholics) argue 
that if intercourse is restricted to the safe period in the 
hope that it will not result in pregnancy, its intention is 
sinful,” see Mihanovich, Op. Cit., page 372. 

On this same page the reader will find that the Rev. Fr. 
Lavaux, O.P., is reported as arguing that couples using the 
thythm method are “guilty of mortal sin” —according to this 
learned man such conduct cannot possibly be harmonized 
with the primary purpose of marriage. “Indeed, it (repro- 
duction) is rejected.” 

To be sure, since the Jesuit Rev. Arthur Vermeersch, 
§.J., belongs to the school holding that the rhythm method 
should be permitted, he disagrees with the Rev. Professor 
Lavaux. 

The sentences in the article are to be interpreted literally 
by the reader, since they represent various viewpoints of 
qualified Roman Catholic moralists. The writer does not 
claim to have stated, nor would any other writer attempt to 
state, the total position of Roman Catholic authorities on 
the rhythm method in three sentences—it would take a book 
todo that. (See Griese, Op. Cit.) 
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A careful reading of these sentences in their intended 
sense will not support the implications that Dr. Gottemoller 
drew from them, and the sentences are not to be thus con- 
strued—they are to be taken literally—no more and no less. 

If Dr. Gottemoller finds the literal assertions in these 
sentences offensive, then his quarrel is not with the author, 
but with the Roman Catholic authorities who, unlike Dr. 
Gottemoller, unfortunately have been unable to arrive at a 
position of dogmatic certainty on many aspects relating to 
the use of the rhythm method. 

When the Roman Catholic moralists speak with unanimity 
and without equivocations on the morality of periodic con- 
tinence, then a writer can report the unanimity of an un- 
equivocal position. 

Until such time as unanimity is achieved, or until the 
Pope pronounces with authoritative finality on the subject, 
the writer can only report the divergent viewpoints as he 
finds them and compare them with viewpoints of the 
Protestant position as he knows them. 

Tue Rev. Das Kettey BARNETT, TH.D. 

Associate Professor of Christian Ethics 
Episcopal Theological Seminary of the Southwest 
Austin, Texas 


Diagnosis by Pattern 


In the January “Yours Truly,” Dr. Robert N. Braun of 
Austria (“Special Interest in Austria”) commented upon an 
article, ‘“The Pattern of a General Practice,” by Dr. Samuel 
E. Paul which appeared in the October, 1956 GP. In turn, 
Dr. Paul now points out the difference between his single 
diagnostic analysis and Dr. Braun’s ‘Cases Distribution 
Law.” —PvuBuisHER 


Dear Sirs: 

I have established a correspondence with Dr. Braun of 
Austria and find his work to be of tremendous scope. Where 
I use a single presenting illness with only 18 categories, 
Dr. Braun uses multiple diagnosis or “‘combined categories” 
so as to include all complaints of the patient. Thus one 
might classify a call as digestive, another would classify 
the call as psychosomatic but the “combined category” 
would be digestive and psychosomatic. 

Dr. Braun feels his group method of classification is 
necessary if there is to be more exact comparison of results. 
Having done this with 100,000 of his cases and 130,000 
cases from the British literature in 200 categories, he has an 
impressive record for statistical purposes to prove his “Cases 
Distribution Law.” 

My own thought on the use of “The Pattern of a General 
Practice” is a simple, direct, one diagnostic analysis. Every 
physician should train himself in this discipline as it would 
require careful analysis of the entire patient to reach an 
exact conclusion. Treatment then would be more specific 
and not of the*shotgun variety. 

Classification is easily done and any physician so inclined 
could keep his own record to determine his pattern of prac- 
tice. This need not conform to any other pattern such as 
mine or Dr. Fry’s or Dr. Braun’s. 
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Many physicians in this country do not have an average 
general practice because of limited hospital facilities, local 
specialist competition and personal desire to limit practice 
in various ways. 

Comparison with other patterns would then allow for over- 
all analysis of the practice. This is illustrated in comparing 
Dr. Fry’s and my statistics. Is the discrepancy in psychoso- 
matic and digestive a real one or a difference in classifica- 
tion? A physician finding this in his classification could 
re-evaluate his case analysis. 

Couter, Held and York and I disagree on respiratory 
disease (low) and body whole (high). Is this real or do I 
miss influenza as a respiratory disease or is respiratory dis- 
ease too quickly called influenza by them ? If case evaluation 
is wrong, recovery is by normal body resistance and not 
treatment. 

The greatest discrepancy is in psychosomatic disease. 
Dr. William Menninger at the National Association for Men- 
tal Health stated, ‘‘The toll of mental ill health must be 
reckoned as one in one, for there isn’t a person who does 
not experience frequently a mental or emotional disturbance 
severe enough to disrupt his functioning as a well-adjusted, 
happy and efficiently performing individual.” (From Time— 
Dec. 10, 1956.) 

From this high of 100 per cent we go to Schindler’s 31 
per cent by impression to actual figures of 14.4 per cent 
(mine) ; 17 per cent and 13 per cent (Allen S. Johnson, New 
England Journal of Medicine, Vol. 254 No. 14, April 5, 
1956) ; 9.4 per cent (Fry) and a low of 3 per cent mental 
illness or 7 per cent if ill-defined symptoms are included 
also (Washington State Survey.) It is in this field that 
every physician should check himself so that he may prop- 
erly evaluate each individual case. As a group we are obvi- 
ously weakest here. 

In this way I disagree with Dr. Braun. He would like to 
have all analysis done to agree with his “Cases Distribution 
Law.” I believe studies of patterns are sufficient and valuable 
by themselves. The possibility that these patterns may fol- 
low a scientific law will need more study and analysis than 
I have given in my paper and which I do not claim. 


SAMUEL E. Paut, M.D. 
Troy, N. H. 


Stimulus for International AGP 


Dear Sirs: : 

One of my friends, Dr. Th. Rademacher, in Holland, 
stimulated the foundation of a Dutch Academy of General 
Practitioners in cooperation with the Dutch Medical Asso- 
ciation at Amsterdam. As I am here at Minneapolis for 
about six months on a WHO fellowship studying public 
health education this could be an opportunity to know more 
about your Academy. 

I talked with Dr. Escherlaud who gave me your address, 
and I should like to have some material in regard to the 
goal anc! basis of your organization. 

My personal job is public health work in a large voluntary 
organization, the Green Cross, in the Netherlands. I am an 
M.D. and was a general practitioner for 12 years before I 
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was invited to the job as secretary general of the national 
Green Cross organization. 

As we work together with the Dutch Medical Associa- 
tion and intend to intensify this cooperation especially 
with the general practitioners, more knowledge about your 
Academy could be very useful. 

GeorGE CATH, M.D. 
Minneapolis, Minn. 


Dr. Cath will be interested in our report that a special 
committee has been created by the Board of Directors to in- 
vestigate the feasibility of joining all general practice organiza- 
tions in an international association. Committee members are: 
Drs. W B. Hildebrand, Paul A. Davis and U. R. Bryner. 


—PUBLISHER 


You're Welcome 


Dear Sirs: 
Thank you very much for the list of medical speakers 
which you sent to me recently. 
We are already planning our program for our next an- 
nual meeting and your help is invaluable. 
H. M. EarGie, M.D. 
Program Chairman 
South Carolina Chapter 
Orangeburg, S. C. 


The Case for TPI 


Dear Sirs: 

In the October issue of GP a question is asked in the 
“Information Please” section regarding a 34-year-old mul- 
tipara who may or may not have or has had syphilis. It is 
asked what other diagnostic tests might be done. 

The answer omits the most important test of all in this type 
case—the TPI test (Treponema immobilization.) Whether 
used on blood or spinal fluid, it is approximately 99 per 
cent accurate. 

Howarp T. PHiLups, M.D. 
Wheeling, W. Va. 


Dr. Leon Goldman, Cincinnati, Ohio, who is a member o, 
GP’s Editorial Advisory Board, was the source of the answer 
to the question in question. The following is his reply to Reader 
Phillips.—PvuBusHEer 


“In large medical centers blood serologic testing in- 
cludes first reagin screening. Then, especially for reactive 
sera without clinical or historical evidence of syphilis, 
Treponema immobilization tests are done, now usually 
TPIA, TPA or TPCF rather than TPI tests. We believe 
that at present there is more known about these excellent 
tests in blood rather than in spinal fluids. 

“These tests are expensive and in communities where 
they are not available the sera has to be sent away. At pres- 
ent it is emphasized routine serologic tests should be done 
first. In this patient with a history of syphilis, there is 
scarcely any question of BFP (Biological False Positive) .” 
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FURADANTIN; 


BRAND OF NITROFURANTOIN 





T Slooe 


for rapid eradication of infection 


In the majority of 112 cases of acute, per- 
sistent or relapsing urinary tract infections 
“nitrofurantoin [FURADANTIN] was effective 
clinically, with a pronounced improvement, 
indicated by the appearance of the urine as 
well as by verbal commendation by the pa- 
tient, within 24 to 36 hours . . . Some of these 
patients with seemingly impossible cases were 
cured of their infection.”* 


FURADANTIN first because of these advantages: 
a specific for urinary tract infections + rapid 
bactericidal action + negligible development 
of bacterial resistance * nontoxic to kidneys, 
liver and blood-forming organs. 


AVERAGE DOSAGE: ADULTS—four 100 mg. tab- 
lets daily; 1 tablet during each meal and 1 on 
retiring, with food or milk. In acute, uncom- 
plicated infections, 50 mg. q.i.d. may be pre- 
scribed. If patient is unresponsive after 2 to 
3 days, increase dose to 100 mg. q.i.d. 
CHILDREN—5 to 7 mg. per Kg. (2.2 to 3.1 mg. 
per lb.) per 24 hours. 

SUPPLIED: Tablets, 50 and 100 mg. Oral Sus- 
pension (25 mg. per 5 cc. tsp.). 


*Stewort, B. L., and Rowe, H. J.: J. Am. M. Ass. 160:1221, 1956. 





© EATON LABORATORIES, NORWICH, NEW YORK 


Nitrofurans-—a new class of antimicrobiais— neither antibiotics nor sulfonamides 
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Special Delivery 


Dear Sirs: 

We have one copy of the “Digest of General Practice in 
Hospitals” and have found it so valuable that we would like 
to obtain three more copies. Could you send us these copies 
at once? If possible, we would like to have them in our 
hands by the coming weekend. 

Joun M. GatpralrH, M.D. 
Glen Cove, New York 


The requested copies of the digest went out to Dr. Galbraith 
as fast as air mail, special delivery could carry them. 
—PUBLISHER 


Continued Satisfaction 


Dear Sirs: 

Please send me the application forms for membership in 
the Academy. I began private practice in Hendersonville | eq ch 
in June 1956, after completing a year of residency in_ | 
Ob-Gyn and following two years of active duty with the 
o. — dose 

I have avidly read GP since mv senior year in medical 
school and I can honestly say that this journal maintained e 
my enthusiasm for general practice during my years of iS fresh 
service and graduate training. Needless to say, I find that oo 
general practice has met my expectations—something new 
and interesting every day, a minimum of boring routine, for 
and inwardly satisfying. Fortunately, we have access to ws 
excellent consultation within Hendersonville and in nearby 


_ Avex H. Veazey, M.D. compl ete 
potency 


FOLBESYN 


 B COMPLEX +C 


Separate packaging of dry vitamins and diluent (mixed 
immediately before injection) assure controlled dosage. 
The folic acid solution is specially prepared to preserve 
| full potency and to serve for quick solution of the dried 
vitamins. FOLBESYN may be conveniently added to stand- 
ard intravenous solutions. 








Hendersonville, N. C. 








ti REG. U. S. PAT. OFF Dosage: 2 cc. daily. 
| 
Each 2 cc. dose contains: 
| Thiamine HCI (B;) 10 mg. 
| Riboflavin (Bz) 10 mg. 
Niacinamide 50 mg. 
Pyridoxine HCI (Bg) 5 mg. 
Sodium Pantothenate 10 mg. 
} Ascorbic Acid (C) 300 mg. 
Folic Acid 3 mg. 
| Vitamin Bio 15 mcgm. 


“Happy Birthday!” 

| LEDERLE LABORATORIES DIVISION 
> AMERICAN CYANAMID COMPANY 
_ a ee : = : a PEARL RIVER, NEW YORK 
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When you specify PRENATAL 
DRI-KAPS throughout pregnancy 
and lactation, your patients bene- 
fit by these Lederle features: 


* comprehensive, balanced multi- 


vitamin-multimineral prenatal 
supplement (including three anti- 
anemia factors) 


* exclusive DRI-KAP formulation — 


dry-filled sealed capsules assuring 
no oily repeat, no aftertaste (a 
Lederle exclusive) 


* easy-to-swallow, convenient 


dosage 


liled sealed capsules 


¢ made in Lederle’s own labora- 


tories under exacting quality con- 
trol, your assurance of complete 
dependability 


Each capsule contains: 

Vitamin A . 2000 U.S.P. Units 

Vitamin D 400 U.S.P. Units 

Thiamine Mononitrate (B,) 2 mg 

Riboflavin (Be) 2 mg 

Niacinamide 

Vitamin Bye 

Vitamin K 

Ascorbie Acid (C) 

Folic Acid 

Calcium (in CaHPO,) 

Dicalcium Phosphate Anhydrous 
(CaHPO,) 

Iron (in FeSO,4) 

Ferrous Sulfate Exsiccated 

Manganese (in MnSO,) 

Phosphorus (in CaHPO,) 

Dosage: 1 to 3 capsules, throughout pregnancy and 

lactation 


7 mg. 


| LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER.N.Y. 
*Trademark—VITAMINS— MINERALS 
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IN THE MEDICAL NEWS 


Thomas A. Jenkins, Eugene J. Keogh 
A Self-Employed Retirement Bill 


A BILL ORIGINALLY SPONSORED by Representatives Thomas A. Jenkins 
(R-Ohio, above left) and Eugene J. Keogh (D-N.Y., lower left) cur- 
rently rates congressional reconsideration. If adopted, this bill will 
give self-employed persons the same planned retirement advantages 
currently enjoyed by the more than 15 million persons who partici- 
pate in corporate pension plans. In the opinion of its proponents, it 
corrects a serious inequity created by the fact that the large group 
of self-employed persons (i.e., family doctors) are foreclosed under 
present law from establishing retirement savings programs that will 
permit them to enjoy the same tax advantages extended employed 
workers. The benefits of the Jenkins-Keogh Bill are extended to all 
persons subject to the Social Security Act tax on self-employment 
income. In addition, several categories of persons who are ex- 
empted from the tax on self-employment income and are now 
covered by the social security program will receive benefits from the 
bill. These additional categories include lawyers, dentists, mem- 
bers of religious orders, etc. A person who is self-employed and 
also an employee covered by a qualified employer plan or a govern- 
ment retirement plan may still be covered if more than 75 per cent 
of his earned net income is derived from self-employment. A limited 
deduction for contributions into certain specific types of retirement 
savings programs is provided in the bill. The contributions are to be 
held in trust, custodian accounts, or restricted retirement life in- 
surance or anuity contracts. The annual contribution to a pension 
fund for which the self-employed individual may take a tax deduc- 
tion is limited to 10 per cent of his earned income or $5,000 a 
year, whichever is less. The aggregate deduction during the indi- 
vidual’s lifetime cannot exceed $100,000. Thomas Jenkins is from 
Ironton, Ohio, graduated from Providence University and received 
his law degree from Ohio State University. In 1924 he was elected 
to the 69th Congress and re-elected to all subsequent congresses. 
He was a member of the Joint Committee on Atomic Energy from 
1953 to 1955. Eugene Keogh received his degree from Fordham 
University School of Law and has subsequently been a practicing 
lawyer, teacher and congressman. He is from New York’s ninth 
district. Both congressmen are members of the Ways and Means 
Committee. 
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Maxine Williams 


Medical Assistants’ Group 


Miss Maxine WILLIAMS was recently elected first presi- 
dent of the American Association of Medical Assistants, 
a new group formally organized October 26-28. 
At this nationwide meeting in Milwaukee, medical 
assistants attended sessions primarily devoted to busi- 
ness, the adoption of a constitution, the election of 
officers and plans for the future. This drive for the new 
organization gained momentum last fall at a meeting 
held in response to an invitation from the Kansas 
Medical Assistants’ Society. It was decided to form a 
national organization with each represented state nam- 
ing one of its medical assistants to a committee on 
organizational problems. At this time, Miss Williams 
was chosen president of the AAMA. She was born in 
Weston, Mo., and attended high school and junior 
college in Kansas City, taking her training as a medical 
technologist at Bethany Hospital, Kansas City, Kan. 
She is past president of the Wyandotte County 
Medical Assistants’ Society, Kansas Medical Assistants” 
Society and a member of the Women’s Chamber of 
Commerce, Kansas City, Kan. As a word of advice to 
any young lady contemplating being a real medical 
assistant, Miss Williams cautions: “Unless you are 
prepared to be dedicated to your work, can forget the 
clock, keep remembering that most of those with whom 
you deal are sick, and accept as part of your reward the 
satisfaction of helping another human being just a 
little-—don’t be a medical assistant.” 


GP February 1957 35 


On the Calendar 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practt- 
tioners will have an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum 
hours listed when available. 


Feb. 13-14. Mlinois Committee on Maternal Welfare, 
congress on maternal care, Springfield. (12 hrs.) 

*Feb. 19. Northern Virginia chapter et al., lecture on the 
adrenals, Alexandria Hospital, Alexandria. (1 hr.) 

*Feb. 20. Delaware chapter, course on complications of 
myocardial infarction, Memorial Hospital, Wilming- 
ton. (1 hr.) 

*Feb. 20. Albert Einstein Medical Center, course in ad- 
vanced electrocardiography, 10 Wednesdays, 
Philadelphia, Pa. 

*Feb. 20-23. lowa chapter and State University of lowa, 
meeting, lowa City. (21 hrs.) 

*Feb. 24. Philadelphia (Pennsylvania) chapter, course on 
cirrhosis of the liver, Philadelphia. (2 hrs.) 

*Feb. 25-26. Kansas University, course on cardiac ar- 
rhythmias, Kansas City, Kans. (14 hrs.) 

Feb. 25—Mar. 1. Conference of Rehabilitation Centers. Inc., 
institute on rehabilitation center planning, Mor- 
rison Hotel, Chicago. 

*Feb. 26. Northern Virginia chapter et al., lecture on endo- 
crine dyscrasias, Alexandria Hospital, Alexandria. 
(1 hr.) 

*Feb. 27. Delaware chapter, course on coronary insufficien- 
cy, Memorial Hospital, Wilmington. (1 hr.) 

*Feb, 27-28. Kansas University, course on practical 
neurology, Kansas City, Kans. (14 hrs.) 

*Feb. 27—Mar. 1. University of Tennessee, course in oflice 
urology, Memphis. (21 hrs.) 

Feb. 27—Mar. 5. Academy of Medicine of Cincinnati, 
centennial exposition, Cincinnati. 

Mar. 4-6. College of General Practice of Canada, annual 
scientific meeting, Sheraton-Mt. Royal Hotel, 
Montreal, Quebec. 

*Mar. 4-14. Florida chapter, mediclinics as postgraduate 
refresher, Ft. Lauderdale. (32 hrs.) 

*Mar. 6. Delaware chapter, course on ECG changes simu- 
lating myocardial infarction, Memorial Hospital, Wil- 
mington. (1 hr.) 

*Mar. 6-7. University of Buffalo, course in obstetrics, 
Buffalo, N. Y. 

*Mar. 7-9. University of Texas et al., symposium on fun- 
damental cancer research, Houston. 

Mar. 10-14. College of Medical Evangelists, alumni post- 
graduate convention, Los Angeles. (18 hrs.) 
*Mar. 11-13. Kansas University, course on pediatrics, 

Kansas City, Kans. (21 hrs.) 

*Mar. 11-15. University of Tennessee, a diversified course 
in radiology, Memphis. (40 hrs.) 

*Mar. 13. Delaware chapter, course on ECG changes due to 
digitalis and quinidine, Memorial Hospital, Wilming- 
ton. (1 hr.) 

*Mar. 13. University of Okiahoma, course in anesthes- 
iology, Oklahoma City. 

*Mar. 13, 20, 27—Apr. 3, 10, 17. University of Buffalo, 
course in pediatrics, Buffalo, N. Y. 

*Mar. 13—Apr. 17. Philadelphia (Pennsylvania) chapter 
course in pediatrics, Philadelphia. (18 hrs.) 

*Mar. 25-28. American Academy of General Practice, 
Ninth Annual Scientific Assembly, Kiel Auditorium, 
St. Lovis, Mo. (15 hrs.) 
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® well suited for prolonged therapy 
® well tolerated, nonaddictive, essentially nontoxic 
® no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 
® chemically unrelated to chlorpromazine or reserpine 
® does not produce significant depression 
® orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relazant action 


DISCOVERED AND INTRODUCED 
BY WJ WALLACE LABORATORIES, New Brunswick, N.J. 








2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
”} SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 
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Money for Education 


Our COLLEGES and universities are in a predicament. 
For some time there has been a steady increase in en- 
rollments. Within a few years, that increase is expected 
to take a sudden, enormous jump. It will, that is, if the 
schools can somehow expand to make room for all the 
suitable candidates. 

That’s a big “‘if.”” Right now universities should be 
building faculties and facilities to accommodate the 
expected surge of students. But most of them are not. 
And the reason is well known. They can’t afford to. 

The relief from this predicament is easily envisioned. 
All that’s needed is money. Surely there’s plenty of 
money in these wealthy United States. Indeed there is, 
but it makes a great deal of difference how the universi- 
ties set about getting it. 

Writing in Science for November 16, 1956, Dr. 
Paul E. Klopsteg notes that there is an “easy” way for 
the schools to be provided with money. Dr. Klopsteg is 
careful to specify that he is expressing his personal 
opinions—not those of the National Science Founda- 
tion of which he is associate director. As he sees it, the 
easy way would be to look to the national government 
“to make annual grants to cover all operating deficits 
in education, under a formula by which funds would be 
doled out to all institutions, public and private.” 

Most physicians will agree with Dr. Klopsteg that 
this plan is a dark prospect. He believes that it would 
require “‘a highly sophisticated” law—one almost im- 
possible of attainment. Also it implies increasing de- 
pendency on federal support, the growth of a vast 
bureaucratic organization, and inevitable intrusion of 
government into the internal affairs of the schools. 
So, Dr. Klopsteg adds, “If we treasure our heritage of 
freedom in thinking, in learning, in teaching, we cannot 
take the risk of traveling this way.” 

Obviously, there is only one alternative. Money to 
keep our schools solvent must come from private 
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sources. Moreover, Dr. Klopsteg warns that it must 
come from a great number and a diversity of sources to 
assure complete independence from outside influence 
or control. To his mind, these specifications can be 
met by only one source—the private citizen whose in- 
come is enough to make him a potential donor. 

In Dr. Klopsteg’s estimation, there’s ample proof 
that the people of the United States are generous, 
collectively and individually. Furthermore, the govern- 
ment approves and sanctions the individual’s generos- 
ity by making it lawful for him to deduct up to 30 per 
cent of his adjusted gross income for “legal charity.” 
Nevertheless, the taxpayers failed by about $20 million 
in 1954 to take advantage of that privilege. 

This situation is not at all paradoxical. Rather, the 
paradox is found in what Dr. Klopsteg calls “the 
glaring inconsistency between the government policy 
of approving gifts ... and its income tax laws.” He 
explains: “The curious if not startling fact is that the 
tax laws operate to increase greatly the ability to give of 
those whose income makes them most able to give and to 
diminish drastically the ability to give of those whose in- 
come already renders that ability low.” It seems that 
surtax rates are so arranged that a very wealthy man 
can give a dollar at a cost of 9 cents, while the cost to a 
man of modest income would be 80 cents on the dollar. 

Dr. Klopsteg argues logically that there’s a simple 
way to encourage donations from individuals: revise 
the tax laws so that there is a special surtax applicable 
to legal charity. He suggests a “‘gift surtax”’ of from 2 
cents to 9 cents on the dollar, with the lowest rate for 
the man having least income. 

Physicians have a double interest in money for 
education—the needs of their own children and the 
needs of the medical schools. They may decide that 
Dr. Klopsteg’s plan for getting money from private 
sources is not the best one. If so, they have an urgent 
obligation to work toward developing an alternate 
plan. 
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Risks of “Urine Culture” 


AN ORDER for a “urine culture” is part of the standard 
diagnostic procedure for many hospitalized patients. 
When the order is written for a female patient, it is 
usually lengthened to read, ‘“‘Catheterize for urine 
culture.” Often enough, when the bacteriology labora- 
tory reports growth of bacteria in the culture, this 
finding is accepted as an indication that the patient 
has an infection of the kidneys or bladder, and a suit- 
able chemotherapeutic agent is prescribed. 

The potential fallacy of this method is indicated in a 
report by Guze and Beeson published in the New Eng- 
land Journal of Medicine for September 6, 1956. Using 
standard methods for “‘sterile”’ catheterization in 13 
women undergoing gynecologic surgery, the investi- 
gators inserted the tip of a catheter into the urethra 
and no further. Then the catheter was withdrawn and 
the tip was swirled in sterile saline solution that was 
subsequently cultured in a broth medium. In six in- 
stances, a positive culture was obtained—Esch. coli in 
four, Esch. coli and Staph. aureus in one, and Aero- 
bacter aerogenes in one. 

That result clearly implied that the urethra itself 
may indeed be a source for a “‘positive” urine culture 
when the specimen is obtained by catheterization. To 
substantiate that thought, paired specimens of urine 
were drawn for culture from each of 12 women under- 
going laparotomy. The first specimen was aspirated 
with a needle through the bladder wall. The second 
specimen was obtained a few minutes later by “‘sterile”’ 
catheterization. In eight of the 12 patients, neither 
specimen yielded a bacterial growth. In the remaining 
four, however, although urine aspirated directly from 
the bladder was sterile, that obtained by catheterization 
produced a heavy growth of bacteria (Esch. coli in 
three, Pseudomonas aeruginosa in one). 

It is therefore evident that introduction of a catheter 
into the bladder may indeed cause bacterial contamina- 
tion of urine. There is corresponding risk of diagnostic 
confusion when the standard urine culture is accepted 
as a criterion of urinary tract infection. This confusion 
is intensified because the technique of culture entails 
the use of a liquid medium. A very few bacteria may 
produce luxuriant growth within a day or two. The 
appearance of the culture gives the impression that the 
“infection” is a significant one. 

To avoid such confusion, the physician must use 
other criteria for appraisal of the significance of a 
“positive” urine culture—not the least being the 
patient’s history and the results of physical examina- 
tion. In addition, Guze and Beeson mention testing 
“‘clean-voided” specimens of urine, study of Gram 
stains, and inoculation of solid mediums. 
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The results of this investigation imply also that 
catheterization can introduce infection into the blad- 
der. In one of the subjects of the study, this seemed to 
be the case. Thus, 36 hours after operation, the patient 
complained of dysuria, and was found to have pyuria 
together with large numbers of Esch. coli. It is indeed 
ironical that catheterization might lead to a mistaken 
diagnosis of urinary tract infection and then in turn be 
responsible for a genuine cystitis or pyelonephritis— 
all because a few “harmless” bacteria were lodged in 
the urethra. 


The Foreign Trainee 


AT ONE TIME it was customary for the ambitious Ameri- 
can physician to go abroad for the finishing touches 
to his postgraduate training. He brought back from 
England or from the “continent” a larger store of 
knowledge and an aura that had considerable prestige 
value. 

Now the custom has changed. Opportunities for 
postgraduate training in the United States have enor- 
mously enlarged, and the quality of education in resi- 
dencies and fellowships has so improved that wisdom 
is sought at home. 

Accompanying this change, and reflecting its causes, 
the United States in turn has become a training 
ground for graduates of foreign medical schools. By 
1955, there were 6,033 such physicians serving as 
members of the house staffs of approved hospitals— 
1,859 as interns and 4,174 as residents. This repre- 
sented an increase of 20 per cent over the figures for 
1954, and it will not be surprising if the 1956 figures 
show a similar increment. 

The change in direction of migration by the seekers 
of medical knowledge has created difficult problems. 
In the first place, it must be understood that foreign 
graduates have been accepted in such large numbers 
on the American scene mainly because they are needed 
here for service. There are about 12,000 “approved” 
internships and about 26,500 residency positions avail- 
able in the United States. About 80 per cent of these 
positions were occupied during the 1955-56 training 
year. It is quite apparent that the occupancy rate 
would have been significantly lower if those 6,000 
foreign medical school graduates had not been 
available. 

But these figures do not tell the whole story. 
Paradoxically, the foreign physician who comes to 
the United States hoping for the best of American 
medical education is likely to be offered only the worst. 
It happens like this: The people who are responsible 
for recruitment of house officers are generally wary 
of accepting a graduate of a school in a country where 
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English is not the native language. They know from 
bitter experience that he may have little or no facility 
with English and may be distinctly inferior in medical 
knowledge. So, in the hospitals that have a strong 
teaching program, where recruitment of house officers 
is always easier, the application of the foreign gradu- 
ate may be totally ignored. Not so in the small commu- 
nity hospital where the lack of a strong teaching pro- 
gram has made it difficult to recruit American gradu- 
ates. Here, the foreign graduate is acceptable. He is a 
“body” to fill a position. 

It is apparent that two things are wrong. The 
presence of poorly qualified foreign graduates in some 
house staffs heightens the distrust of foreign gradu- 
ates as a group. Thus, the properly qualified graduate 
is stigmatized. Just because he is a foreigner, he may 
be denied the good educational opportunities he 
deserves. 

Fortunately, there is hope that these problems will 
soon be solved. As reported by the Council on Medical 
Education and Hospitals in the Journal of the American 
Medical Association for August 25, 1956, a program is 
to be developed for evaluation of the medical quali- 
fications of the individual foreign-trained physician 
who wishes to come to this country. The program 
will establish two principal criteria in regard to each 
such foreign-trained physician: (1) that he is a gradu- 
ate of a bona fide medical school and (2) that he has a 
level of attainment comparable to that of graduates 
from American schools. In addition, the candidate’s 
facility with English will be measured. Under that 
program, hospitals in the United States and deserving 
foreign physicians alike will benefit. 


A Dual Responsibility 


AT THE SEATTLE MEETING of the American Medical Asso- 
ciation, the fact was reaffirmed that the alcoholic is a 
sick man. Unanimous approval was given to a report of 
the Council on Mental Health and its Committee on 
Alcoholism to the effect that hospital adminstrators and 
hospital staffs should favor the admission of alcoholic 
patients to general hospitals. 

That view was supported by the thoughts that acute 
alcoholic intoxication can be a medical emergency, that 
modern methods make it practicable to treat such emer- 
gencies in a general hospital, and that the admission of 
acute alcoholics is essential to the proper training of 
house officers. 

The validity of these thoughts and the value of the 
stated policy are beyond question. However, the accept- 
ance of the policy implies that hospital staffs also give 
consideration to another aspect of the problem. Most 
general hospitals have so long and so steadfastly refused 
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admission of alcoholics that the staffs are likely to be 
unfamiliar with some of the special pitfalls that mark 
the path of treatment of acute alcoholic intoxication. 
Examples include the severe emergency of delirium 
tremens, adverse reactions to some of the drugs that are 
currently used to quiet the alcoholic, and “‘acute alco- 
holic intoxication”’ that turns out to be something quite 
different. 

When a patient is admitted to a hospital because of 
acute intoxication, the attending physicians should as- 
sume that he will develop delirium tremens. Many times 
this will not happen, but that fact has no significance in 
the management of the individual patient. Unless de- 
lirium tremens is invariably anticipated, its onset will 
find the physicians unprepared to cope with this serious 
complication. 

Newer tranquilizing agents, such as chlorpromazine 
and promazine, deserve a lot of credit for the fact that 
acute alcoholic intoxication can now be treated in a 
general hospital. Yet these drugs are not without poten- 
tial danger, especially when they are given parenterally 
in the prodigious doses that are often needed to quiet 
an alcoholic who suddenly becomes maniacal or who 
develops delirium tremens. Chlorpromazine in particu- 
lar may cause profound hypotension that in turn will 
require emergency treatment. 

Physicians who have had wide experience with the 
treatment of acute alcoholism know how easy it is to 
overlook some other serious disease in the alcoholic. 
Those who have not had this wide experience are more 
easily fooled. When the alcoholic appears acutely in- 
toxicated, the alcohol itself may not be the major factor. 
There is need therefore to be constantly alert to the 
possibility of such conditions as subdural hematoma or 
cerebral trauma, pneumonia, meningitis and hepatic 
coma. 

From these and other considerations, it is apparent 
that the administration and the staff of general hospitals 
have been given a dual responsibility as a result of the 
action of the AMA House of Delegates. The first is the 
one included in the report of the Council on Mental 
Health—to consider a policy of admission of alcoholics 
to general hospitals. The second responsibility seems 
equally important—to ensure that when alcoholics are 
admitted, the attending physicians will be prepared to 
deal with the unexpected. 


Working Together Is Success 


WHEN the Committee on Medical Practices reported to 
the AMA House of Delegates in Seattle, they told of 
progress in their efforts to carry out instructions “to 
utilize all possible means to stimulate the formation of a 
department of general practice in each medical school” 
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and to bring AMA commendation “of the medical 
school teaching programs which afford the medical 
student opportunity for experience in the general prac- 
tice of medicine.” The report mentioned the need for a 
satisfactory definition of general practice in keeping 
with current knowledge, so that it may be possible to 
determine the best way to help people who plan to enter 
general practice. 

The committee called attention to the fact that many 
different educational methods are being used in an effort 
to prepare students and house officers for general prac- 
tice. Without denying that such variations may indeed 
be essential to success in this area of teaching, the com- 
mittee nevertheless recommended a long-term coopera- 
tive study of the problem. They called on the AMA 
Council on Medical Education and Hospitals, the As- 
sociation of American Medical Colleges, and the Amer- 
ican Academy of General Practice to get together for 
that purpose. 

Entirely aside from the importance of the primary 
objectives of such a joint effort, there is another good 
motive for heeding the advice of the Committee on 
Medical Practices. There are reasons for worry about a 
schism between medical teachers and medical practi- 
tioners. The committee’s “long-term cooperative 
study” would bring the two groups into touch with 
each other. This may have been what the committee 
had in mind too, because their report ended on the 
following philosophic note: 

** |. . Grave differences of opinion are more apparent 
than real . . . Itis to be deplored that various individuals 
and segments of the medical profession make sweeping 
and inaccurate statements for public consumption with- 
out prior consultation with other interested and in- 
formed groups... It would be well if each one of us 
read and adopted as a slogan . . . ‘Coming together is a 
beginning; keeping together is progress; working to- 
gether is success.’” 

There is a need for quick leadership by organized 
medicine if that kind of success is to become a reality. 


Be Enthusiastic 


Puysicians drive automobiles and so do their patients. 
That seems reason enough for the doctors to take a 
personal interest in the appalling problem of highway 
accidents. 

Statistical studies and other elements in the epidemi- 
ology of the problem are not likely to appeal to the 
family doctor. That’s all right. He doesn’t need any 
fancy facts. All he needs to do is to read today’s paper. 
He’s almost sure to find an account of another lethal 
accident. Then he might ask this question: What might 
I have done to prevent that accident? 
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It has been generally thought that the control of 
highway accidents depends upon three ‘‘E’s””—en force- 
ment, engineering, education. According to Mr. Marshall 
Dana, secretary of the Oregon Highway Lifesavers, an- 
other ‘‘E” is important too. And this is where the fam- 
ily physician comes in. 

Mr. Dana’s fourth “E” is enthusiasm. By that, he 
means widespread citizen support to programs of acci- 
dent prevention, and he thinks physicians should be 
leading enthusiasts. He points out that they have un- 
equalled opportunities for direct counseling about safe 
driving. By virtue of their prestige in the community, 
they can also play an important part in stimulating 
good general policies. 

As Mr. Dana sees it, our civilization is based on the 
Golden Rule, and the present epidemic of highway 
accidents represents a severe test of that Rule. He 
believes that physicians are best qualified to control 
epidemics of all kinds. He’d like a little enthusiasm, 
Doctor. 


The Winners Lose 


As WAS TO BE EXPECTED, British physicians want a raise. 
As also expected the Ministry of Health is singularly 
unenthusiastic concerning requests for an across-the- 
board increase. 

In 1951, the Ministry decided that general practi- 
tioners should net $6,200 a year. Caught in an infla- 
tionary spiral, the family doctor now wants a cost-of- 
living increase. This, he reckons, will require a 24 per 
cent salary hike. He points out that since 1951, labor 
has won a 40 per cent raise. 

His plea deserves attention. So does a companion 
request filed by specialist consultants. They also want 
a 24 per cent raise to maintain the financial balance 
between general and specialized practice. 

No one knows who’ll win—the doctors or the Minis- 
try. An educated guess would predict a compromise. 
However, we’re again reminded that the medical pro- 
fession wins battles and loses wars. The issue here in- 
volved isn’t the tidy kind of item that can be measured 
in pounds sterling. It involves basic fallacies in any 
system of socialized medical care. 

The art and science of medicine does not readily 
lend itself to minimum hourly quotas, time and motion 
studies, and production-line techniques. No man, be 
he a Minister of Health or any other mortal, can estab- 
lish a realistic patients-per-hour rate. Indirectly, as 
the result of a coldly statistical and ill-considered ap- 
proach, Britain has placed its medical care under the 
limitations imposed by such a system. To maintain an 
adequate income level, the average general practitione! 
must see six to eight patients an hour. 
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If the very nature of a profession or occupation is 
not compatible with production operations, then there 
is little reason to enforce an income ceiling. 

Two years ago, Dr. Wallace R. Gerrard, Banstead, 
England, visited Academy headquarters. Dr. Gerrard, 
a College of General Practitioners’ member, had words 
of praise for the National Health Service. Simultane- 
ously, however, he pointed out that the NHS limits 
income possibilities and more important, “tends to 
stifle certain assets and improvements resulting from 
competition.” 

NHS enthusiasts point out that the system works to 
the physician’s advantage by providing a minimum in- 
come. In practice, this tends to penalize the active, 
well-trained physician and benefit his unpopular, less 
competent colleague. 

Britain’s NHS is the child of blind obedience to a 
socialist ideology. With tongue in cheek, the Ministry 
points out that a physician is not required to accept a 
patient. Freedom of choice supposedly survives. This 
isamyth. The physician who applauded this provision 
soon found out that the fee per patient is so low that 
he can’t afford to be selective. 

So today British physicians want more money. Few 
will argue that they don’t deserve a raise. If it’s forth- 
coming, it probably means another tax increase and 
the inflationary spiral will zoom even higher. The pro- 
fession, having won another battle, will still be losing 
the war. 
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Just What the Doctor Ordered 


Many wrtrers have told about the physician—about 
his education, his career, his place in the community, 
his place in organized medicine, even about his wife. 
But this essay is unique. It is about the man the doctor’s 
wife married. 

The doctor and the man the doctor’s wife married 
are often quite different people. Most wives don’t sus- 
pect this in the beginning. During courtship and even 
early in marriage, all they see is the doctor—a pretty 
wonderful person. After that, life is a succession of 
shocks. 

Shock number one appears with the realization that 
Medicine not Marriage comes first. There are the inter- 
ruptions of home life—even the most intimate moments 
of home life—the broken and the half-kept promises, 
the violations of the peace and order of the home by 
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books and journals and all manner of medical para- 
phernalia. All these and other experiences emphasize 
the hard truth: for this man, marriage is an avocation, 
and medicine is pre-eminent. 

Shock number two derives from difficulties of com- 
munication. Although she may not have stopped to 
think about it in detail, the wife has always known that 
communication is something more than a giving out of 
information. It also entails a reception of that informa- 
tion and some kind of reaction to it by the receiver. So 
it is that when the wife first encounters her man’s fugue 
states she is dismayed. As time goes on and she sees 
that this is a regular feature of his behavior, she is 
shocked. She had thought that married folks should 
keep in touch. 

The third shock develops from experiences with the 
telephone. Nothing could have prepared her for this. 
Always before, the telephone had been a friendly instru- 
ment of rapport. Now it becomes a demon interrupter 
of home life. There must be special techniques for 
answering it. A message pad and a pencil must always 
lie beside it. Incoming calls must be registered with all 
the efficiency of a professional answering service. When 
the man is home, strange fabrications must be devised 
for his protection, until she can be sure that he wants 
to talk to the caller or is ready to be awakened from his 
Sunday afternoon nap. 

Shock number four comes with the knowledge that a 
wife is expected to be something of a doctor herself. 
Patients somehow seem resentful if she cannot answer 
simple questions—“Do you think an enema would 
help?”—or if she cannot prescribe simple remedies— 
“If you'll run cold water on the burn, that will relieve 
the pain.” 

The fifth shock comes the first time the wife gets 
sick. Now she expects proper professional sympathy 
and care, but she doesn’t get it. All she gets is a resent- 
ful glance and the advice to take a couple of aspirin 
tablets. 

Worse than that is shock number six. It happens 
when the doctor himself becomes ill. Then the wife sees 
him fully unmasked for the man-child he is. Far from 
accepting his illness gracefully, he worries and fumes. 
If he is to be miserable in his bed of pain, he makes sure 
that the rest of the family will be fully impressed with 
the extent of his suffering. 

From the man’s point of view, what kind of person is 
this woman he has married ? She is all things: efficiency 
expert, saint, creature of expediency—able to change 
her mood at the turn of a moment—companion at 
medical junkets, companion equally of the rare rosy 
hours at home, substitute office nurse, substitute secre- 
tary, mother of his children. In short, she is just what 
the doctor ordered. 
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Good intravenous technique is essential 

to modern hospital therapy. In pediatrics, 

difficulties have naturally arisen due to the small size 

of the superficial veins of infants and small children. 

These difficulties have been overcome by special techniques 

that are now in common use on the pediatric services 
throughout the country. A presentation is made here of several 
of the most useful of these special techniques. 

It is hoped that these illustrated descriptions will prove useful 
both as a review and a reference— 

particularly to those who have had less opportunity for training 


and practice with such techniques. 


The Venipuncture in Pediatrics 


WILLARD R. CENTERWALL, M.D. 


College of Medical Evangelists School of Medicine 
Los Angeles, California 


DRAWING BLOOD from small infants has been simplified 
and conservation of their blood supply made possible 
where microchemical techniques have been perfected. 
However, most hospitals are not equipped for micro- 
chemical analysis, and many tests still require several 
cubic centimeters and need venous blood. The blood is 
most readily obtained from a child’s larger veins in one 
of the following ways. The femoral vein is an excellent 
source in large infants and small children. The vein, 
however, is entered at a very obtuse angle (approx- 
imately 60 degrees) and when the vein is quite small, 
it is easy to slip out before an adequate sample is ob- 
tained. For this reason, the internal jugular vein, being 
of good caliber and entered more obliquely, is pre- 
ferred for small infants. Vital structures are not en- 
dangered with either of these methods when used 
correctly. 


Methods of Drawing Blood 


The Internal Jugular Vein (For Small Infants). 
1. A 14%- or 2-inch 20-gauge needle with a standard 
30° bevel is used. 


2. Firm holding of the infant is essential. The childis _ figure 1. Drawing blood from the internal jugular vein. a. The 
“mummified” with sheet wrapping and so placed that _ baby is mummified and held in position. b. The point of entrance 
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the head falls slightly over the edge of the table or mat- 
tress. The neck is extended, cocked slightly to the left 
or right and then rotated in the same direction, making 
the posterior margin of the sternocleidomastoid muscle 
of the opposite side more prominent (Figure Ia). 

3. The needle is inserted just deep to and behind the 
posterior margin approximately at the midpoint of the 
sternocleidomastoid muscle. It is forwarded under the 
muscle, parallel to the skin surface toward the supra- 
sternal notch which is marked by a finger of the other 
hand of the operator (Figure 1b). 

4, After the needle is fully introduced, both hands 
are used to slowly withdraw the needle while maintain- 
ing a negative pressure within the syringe until the 
venous pocket is struck (Figure Ic). 

5. After withdrawing the needle, hold the child up- 
right and maintain pressure over the area for about a 
minute. 

Slight variations of this technique are described in 
the literature. Figure Id shows approximate relation- 
ships of the vital structures in the neck during such a 
procedure. 

The Femoral Vein (For Larger Infants and Small 
Children). 

1. The vein is entered at an obtuse angle (about 60 
degrees) and a short-beveled 14%4- or 2-inch 20-gauge 
needle is preferred. 


beneath the sternocleidomastoid muscle is at the tip of the needle. «. 
Withdrawing the blood. d. Diagram of the anatomy of the neck as 
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2. Firm holding of the child is essential. The assist- 
ant faces the operator, leaning over the baby’s head 
and trunk. She holds the legs in semifrog position 
with her hands, and holds back the baby’s arms with her 
upper arms and elbows (Figure 2a). 

3. The operator feels for the femoral pulse just below 
the inguinal ligament and enters the skin just below 
this, aiming at the pulse (or very slightly medially to 
the pulse), deep to the palpating finger (Figure 2b). 

4. The needle is inserted until bone (neck of femur) 
is just touched. Back pressure is put on the syringe 
plunger and the needle is very slowly withdrawn for a 
few millimeters until blood flows up into the syringe 
(Figure 2c). The syringe and the leg must be held 
steadily if the maximum amount of blood is to be 
obtained. If the flow ceases, push deeper and withdraw 
slowly as before. Watch that your enthusiastic helper 
is not squeezing off the venous return. 

5. After withdrawing the needle, steady pressure 
should be maintained over the area for about a minute. 

Figure 2d shows approximate relationships of local 
structures during such a procedure. 


Other Sites for Drawing Blood 


Antecubital Vein. This is generally the vein of choice 
for older children, as with adults. 


approached by this technique. (A=common carotid artery; V=in- 
ternal jugular vein; N=vagus nerve.) 
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Figure 2. Drawing blood from the femoral vein. a. The baby is held 
in position. For demonstration purposes the inguinal ligament and 


External Jugular Vein. This is a good alternate for 
infants and small children when the other routes fail. 
It is better to have the head slightly lower than the 
body and the child crying. 

Longitudinal Sinus. This may be used on infants 
before the anterior fontanelle closes. This route is 
rarely necessary and very infrequently used. A satis- 
factory technique is to stay in the midline in the middle 
or posterior part of the fontanelle and direct the needle 
cautiously toward the occiput (posteriorly). A short- 
beveled, relatively short 19- or 20-gauge needle is best. 
The angle of penetration may vary from 30 to 90 
degrees with the skin surface. The main danger with 
this procedure is the initiation of a subarachnoid 
hemorrhage. 


Methods of Placing an Intravenous Infusion 


The antecubital vein is usually unsuitable for infants 
since it is difficult to locate the vein and difficult to 
immobilize the needle. A conventional infusion set-up 
is often used successfully in the superficial veins of the 
scalp, feet or hands. The “‘lay-in” described below is a 
modification of the conventional method. This utilizes 
a special needle that makes possible much better im- 
mobilization of the needle for longer periods. The “‘cut- 
down” also described below with a polyethylene tube 
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point of the femoral pulse are marked on the skin. b. The finger is on 
the femoral pulse and the needle at the point of entrance. ¢. With- 


threaded in the vein, is used frequently when it can be 
anticipated that administration of intravenous fluids 
will be critical for several days; i.e., with a severely ill 
child or during operative and postoperative care. 

The “‘Lay-in” (Usually Placed in a Scalp Vein; Used 
Especially for Small Infants). 

1. A 22-gauge hubless needle is attached to poly- 
ethylene tubing. This set can be purchased from the 
manufacturer (Raubac Infusion Outfit—Randall Faich- 
ney Corp.) and reused after 24 hours’ immersion in a 
solution of aqueous Zepharin Chloride, 1:1000. 

2. The infant and especially the head must be secure- 
ly held while the needle is inserted, but after fixation, 
free movement of the head is allowed as long as it can’t 
rub on the end or sides of the crib. The hands may 
need some restraint but the legs are free. This makes 
a particularly good arrangement for cases of diarrhea 
since the diaper area is free for easy changing and well 
away from the site of infusion. 

3. There is usually a choice of several suitable veins 
in the frontal and temporal regions (Figure 3a). The 
area should be well shaved and the needle well taped 
against the scalp. It is thus naturally “splinted” 
against the scalp, and the thin flexible polyethylene 
tube attaching the needle to the regular infusion set 
allows mobility of the head with minimum strain oa the 
needle (Figure 3b). 
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drawing the blood. d. Diagram of the anatomy of this area as ap- 
proached by this technique (the letters represent the femoral vein, 
artery and nerve). 


The ‘*Cut-down”’ (For All Infants and Small Chil- 
dren). 

1. A cut-down set-up is prepared with several sizes of 
polyethylene tubing about 8 to 10 inches long, with 
metal cannulas or needles to fit in each to be used as 
adapters to the regular infusion set-up. The operator 
must also have small instruments for incision, dissection 
and suturing. 

2. The extremity to be used (usually a leg) is im- 
mobilized and the remaining extremities are restrained. 

3. The long saphenous vein is located just medial to 
the medial malleolus. The advantage of this vein at this 
location is that it is nearly constant, of an adequate size 
even in premature-sized infants, and away from im- 
portant nerves and arteries. After cleansing, draping 
and local anesthesia, a short 1- or 1!4-centimeter 
transverse incision is made in the skin over the region 
and the vein is located by blunt dissection. 

4. Two 000 gut ties are placed under the vein. The 
distal one is tied, closing off the vein and the ends are 
left long until the vein is cannulated. 

5. A short longitudinal cut is made in the vein with 
a scalpel (Figure 4a). The largest polyethylene tubing 
that can be inserted easily is threaded up the vein for 
about two inches (Figure 4b). The proximal tie is then 
tied around the vein and the tubing, and all tie ends 
are cut off. Meanwhile saline is occasionally squirted 
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down the tubing to prevent backup of blood and clot- 
ting in the system. 

6. The incision is closed with one or more silk 
sutures and the adapting needle is stabilized to remove 
any strain from the polyethylene catheter itself (Figure 
4c). When possible it is best to remove a cut-down 
within 72 hours to minimize the chances of thrombo- 


phlebitis. 


Other Sites for Giving Fluids 


Antecubital Vein. This may be used in older children 
but, as with adults, the discomfort of splinting the 
elbow for long periods should be avoided. 

Foot and Hand Veins. These are usually good for most 
ages and are good alternates to the scalp veins in 
infants. 

External Jugular Vein. This may be the only site 
available when it is not desirable to do a cut-down. 
Very steady holding is necessary. The fluid must be 
given by push transfusion as the needle cannot be 
immobilized in this area for any significant length of 
time. A flexible tubing should be attached directly to 
the needle, e.g., the “‘lay-in” or the Venotube (made 


by Abbott Laboratories). 





Figure 3. “‘Lay-in” in a scalp vein. a. The hubless needle is held with 
a forceps in position over the vein. Note: The forceps will cut the 
tubing and so must be clamped directly on the metal shaft. b. The 
needle is taped flat to the scalp allowing free movement of the head. 
A special graduated marker on the bottle shows the amount of fluid 
that has run in. Time intervals for the desired rate of flow may also 
be noted in advance on this marker. 
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Figure 4. “ Cut-down” with a polyethylene tube in the long saphenous 
vein. a. Forceps support the vein as a longitudinal cut is made. b. 
The vein is held taut by the ties while the tubing is threaded in. ¢. 


Longitudinal Sinus. This is a possible emergency 
alternate route in infants with open anterior fon- 
tanelle. It is dangerous and rarely used. Use the same 
technique as for drawing blood. 

Umbilical Vein. This may be used for a few days after 
birth and it is most widely used for the specialized 
procedure of exchange transfusion. 


Suggestions for Puncture of Small Veins 


1. Make a survey of all possible veins so that you will 
be sure to use the best possibility. Local heat and 
slapping the region are occasionally useful to break 
venospasm and make small veins more evident. 

2. Restrain the child very adequately and completely 
so that sudden jerking or passes with the extremities 
won’t spoil a good attempt. Cloth restraints, tape and 
an able assistant are most important. 

3. Pick a good needle. The operator should make this 
his own responsibility. 

a. Take the largest that will fit the vein easily. A 
22-gauge needle is satisfactory for the vast majority 
of cases; but, if necessary, even whole blood can be 
administered through a #23 or #24. 

b. A medium 30°-beveled needle is best for most 
cases. 

c. The point should be sharp and checked for 


burrs, and the lumen checked for patency. 
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Showing immobilization of the leg and needle adapter. The padded 
splint is equipped with a special cover with five ties attached. The 
sandbag is a good alternate form of splint. 


d. Proper length is, in general, the shortest ac- 
ceptable for the particular vein and location. 

4. Have all necessary equipment at hand. Tape 
should be torn and within reach before proceeding. 

5. When entering the vein, remember that it is 
very superficial. Puncture the skin cautiously directly 
over the vein. Before advancing the needle further, put 
slight negative pressure in the system and then advance 
the needle deliberately always keeping in line over the 
vein. 

6. There is no really good way to prepare a child 
for the unpleasantness of a venipuncture. Surprisingly 
enough, children won’t hold grudges when the whole 
procedure is done in a kindly, deliberate manner. 


Special Points of Responsibility and Safety 


1. Be certain that the correct patient gets the correct 
blood. Other intravenous fluids should be checked also 
for correct kind and concentration. Don’t rely com- 
pletely on the nurse; a double check is added protec- 
tion for the patient, the nurse and the doctor. 

2. Watch for transfusion reactions. Check for chills 
and local skin eruptions shortly after a transfusion 1s 
begun. 

3. The scalp and especially the forehead region 
should be avoided if subcutaneous clysis of the par- 
ticular fluid being used might possibly cause a slough. 
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4. Local blanching of the scalp when clear fluids are 
introduced means that an artery has been entered by 
mistake. Such a needle must be removed and restarted 
elsewhere, to avoid infarction from ischemia. 

5. Keep the comfort of the patient in mind. Use 
naturally splinted areas when possible. Arm and leg 
boards should be well padded. Take care with position 
and restraints. Run infusions as fast as is compatible 
with good therapy. 

6. Avoid restraining a child on his back if he is in- 
clined to vomit and thus aspirate. 

7. With infants, care should be taken to avoid flood- 
ing them with an excess of fluids by accident. It is 
best never to attach more than one-third to one-half a 
day’s requirements at one time. A special graduated 
funnel flask may be used for this purpose. 

8. Safe quantities for individual whole blood trans- 
fusions are generally estimated as 10 cc./lb. of body 
weight, and for plasma, 5 cc./lb. of body weight. 
However, chronically anemic patients can tolerate only 
a fraction of this during initial transfusions. In such 
cases, sedimented cells are preferred. 

9. Regarding adjustment of the rate of flow, make 
the nurse’s orders specific, detailed and legible; e.g., 
500 cc. 5% D/W to run @ 14-16 gtts/min. This is 


55 to 65 cc./hr., or about 8 hrs. for the total 500 cc.” 
Two easy rules of thumb for figuring rates are these: 
(1) The number of gtts/min. times 4 equals number 
cc. per hour. (2) The number of gtts/min. times 100 
equals the number cc. per 24 hours. This is figured on 
the basis of there being approximately 15 gtts/cc. 

10. Adding air pressure within a bottle to make an 
intravenous infusion run faster is used only in extreme 
emergencies with the closest of supervision. Massive 
fatal air emboli can occur within seconds after the last 
of the fluid has run in. The safest way to increase the 
rate of flow is by raising the container. 

11. Avoid deep vein punctures when hemorrhagic 
disorders are evident, i.e., hemorrhagic disease of the 
newborn, hemophilia, etc. Hidden inaccessible hemor- 
rhages in such cases can be serious. 


The above article was completed while the author was on the 


staff of the Los Angeles Children’s Hospital. 


I acknowledge with appreciation the assistance of my wife, 
Siegried A. Centerwall, M.D., and the excellent photographic 
work of Mr. Deryl Davis, photographer at the Los Angeles Chil- 
drens Hospital. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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So Help Me, Hippocrates 


Resotvep, that I, Dr. 
the 1957 Scientific Assembly of the American Academy of General 
Practice in St. Louis, Mo., March 25-28, and that with these 
words I will insTanTLy take steps to implement this resolution, as 


, will attend 





1. Make appropriate marks on calendar. 
2. Instruct secretary to obtain hotel and transportation reser- 
vations. 


3. Instruct secretary to assist me in impressing all patients 


¢ with the fact that their welfare and mine depend upon my 
being in St. Louis, Mo., in March, 1957. 
4. Arrange for substitute in practice. 
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Medical Management 


Chemical analysis of kidney stones reveals three major grou) 
—calcium, uric acid, and cystine stones. While some may occur 
inan apparently normal urinary tract (particularly calcium oxalat 
and calcium oxalate-calcium phosphate), many are associated 
with urinary tract anomalies, infection or metabolic abnormalities. 
Stone formation is influenced by the concentrations of crystalloid, 
and the pH of the urine. A practical therapeutic regimen 
designed to prevent recurrences must be based 

on a knowledge of the above factors in a given patient, 

and aims to decrease the concentrations or increase the solubilitus 


of the offending crystalloids. 


of Recurrent Urinary Stone 


EDWIN L. PRIEN, M.D. 


Brookline, Massachusetts 


STATISTICS SHOW that many patients who have a urinary 
calculus will have another one. The rate of recurrence 
will vary widely—from 15 to 20 per cent for the common 
small calcium oxalate stone (so often passed sponta- 
neously in hot weather by patients with uninfected 
urine) to a recurrence rate of 62.5 per cent reported by 
Sutherland for staghorn stones removed by operation 
from chronically infected kidneys. It is therefore worth- 
while to attempt to prevent recurrence by the appli- 
cation of specific regimens for each type of stone. 

The time-honored custom of presenting the removed 
stone to the patient and dismissing him with the admo- 
nition to drink a lot of water may please him. However, 
it will not be in his best interest. All too often he re- 
turns in a few months or years suffering from another 
stone. Probably we should not criticize the physician 
who merely returns the stone to its owner, in view of 
the well-known inadequacy of medical management 
programs to prevent recurrence of stone. Failure of 
such programs may be due to a number of reasons. 
These include: (1) inaccurate and inadequate know- 
ledge of the composition of the stone and of the impli- 
cations of its composition with respect to treatment, 
(2) the application of irrational preventive regimens, 
and (3) lack of cooperation by patients because of the 
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stringency and inconvenience of the therapeutic re- 
strictions imposed. 


The Chemical Composition of Stones 


The intelligent medical care of a stone-forming pa- 
tient is dependent on an accurate knowledge of the 
chemical composition of his stone. Such knowledge is 
essential in setting up a proper regimen for prevention 
of recurrence. It may also be of value in determining 
the etiology or cause of the stone so that we may erad- 
icate it; this will be discussed later. Unfortunately the 
routine chemical analysis of urinary calculi as done 1 
many laboratories is quite unsatisfactory. This is espe- 
cially true if the stone is of mixed composition. The 
analysis of such a stone is often reported as a confusing 


jumble of the individual ions or radicles present. 


A proper analysis of a calculus of mixed composition 
should state the composition of the first portion formed, 
which is usually in the center. This is called the nucle- 
us. The composition of the outer layers should then be 
stated. Not infrequently the center and the periphery 
of a stone are of unrelated compositions and call for 
radically different (even diametrically opposed) types 
of treatment. Thus, in a stone of predominant calcium 
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phosphate composition but having a tiny central nu- 
cleus of uric acid, if treatment is directed solely against 
the calcium-containing portion of the stone, recurrence 
of the uric acid nucleus may actually be facilitated. Or, 
if calcium, ammonium and phosphate are reported in 
a calculus, it is important to know whether the ammo- 
nia (occurring as magnesium ammonium phosphate), 
was present in the center of the stone or only in the 
outer layers. The significance of this will be obvious 
later. 

Crystallography. A new method, called crystallo- 
graphic analysis, provides accurate identification of 
all portions of a calculus from the central nucleus to 
the outermost layer. Tiny bits of calculous material are 
picked from the various layers of a calculus, ground to 
a powder, and examined upon the stage of a petro- 
graphic (polarizing) microscope in a setup quite similar 
to the examination of an ordinary urinary sediment on 
the stage of a medical microscope. The petrographic 
microscope is commonly used in the study of the crys- 
tals of minerals and is readily applicable to the study 
of urinary calculi because they are also composed of 
crystalline material. 


Substances Found in Calculi 


From the standpoint of chemical composition there 
are only three kinds of urinary calculi. They are: (1) 
calcium-containing stones, (2) uric acid stones, and 
(3) cystine stones. Urates are rare in calculi when ac- 
curate analyses are done. In North America about 90 
per cent of all calculi are calcium-containing. 

Only three common crystalline substances found in 
calcium-containing calculi are considered to be of clin- 
ical significance. They are calcium oxalate, calcium 
phosphate and magnesium ammonium phosphate. Two 
forms of calcium oxalate, the monohydrate and the di- 
hydrate, commonly occur in calculi but we do not know 
their individual significance ; they are collectively called 
calcium oxalate. 

The substance, calcium phosphate, is not simply 
Ca3(PO4)2 but has an extremely complex structure and 
often contains carbon dioxide. The proper name for 
the substance is apatite. Chemical analysis usually re- 
ports this as two substances, calcium phosphate and 
calcium carbonate. We have not found calcium carbon- 
ate existing as a separate substance in calculi. Because 
the carbonate radicle does not appear to have clinical 
significance, we will ignore it and call the substance 
calcium phosphate. 

The third important compound in calcium-contain- 
ing calculi is magnesium ammonium phosphate, or 
“tiple phosphate” as it is known. The large crystals 
commonly seen in standing alkaline urines are usually 
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Figure 1. Excretory urogram depicting calcium oxalate ureteral cal- 
culus producing obstruction and dilatation of upper urinary tract 
above stone. 


CONDITIONS OF OCCURRENCE 
OF CALCIUM CONTAINING CALCULI 





Content Environment 

Calcium oxalate (Normal urinary tract 
or (Urine acid usually 
Calcium oxalate-calcium phosphate (Infection + or — 


(Abnormal urinary tract 
MgNH,PO,-CaPO, (Alkaline urine 
| (Urea-splitting infection 








Table 1. 








Figure 2. KUB film of dendritic calculus in destroyed kidney. Due to 


urea-splitting infection. 





Figure 3. Cross section of dendritic calculus. Central nucleus of cal- 
cium phosphate. Outer portion of calcium phosphate and magne- 
stum ammonium phosphate. Scale in millimeters. 
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composed of this substance. Magnesium ammonium 
phosphate ina calculus is almost always due to the pres- 
ence of urea-splitting infection. 

Uric acid and cystine will be considered under the 
next heading. We shall disregard several other inor- 
ganic crystalline compounds occasionally found in cal- 
culi and also the organic matrix, a mucoprotein, which 
binds the crystals of calculi together. 


Primary and Secondary Calcium-Containing Calculi 


The calcium-containing calculi fall naturally into 
two groups, on a clinical basis. The distinction is based 
mainly on urinary reaction, although there are some 
exceptions. Primary calcium-containing calculi occur 
in individuals with an acid urine in an apparently nor- 
mal urinary tract. They are usually composed of cal- 
cium oxalate or of mixed calcium oxalate and calcium 
phosphate. If infection is present, it is by organisms 
which do not render the urine alkaline (Figure 1). 

The other group of calcium-containing calculi are 
generally considered “secondary” calculi—secondary 
to or associated with other urinary tract pathology, 
such as obstruction, stasis or chronic infection. The 
urine is almost invariably alkaline, due to the presence 
of urea-splitting organisms. These stones are generally 
composed of magnesium ammonium phosphate and 
calcium phosphate, and are exemplified by the common 
dendritic or “staghorn” stone (Figures 2 and 3.). This 
classification is summarized in Table 1. 

However, all calculi of the staghorn or dendritic type 
are not associated with urea-splitting infection. About 
20 per cent of them are composed of almost pure cal- 
cium phosphate, and occur in a urine most commonly 
slightly acid. There is usually a little calcium oxalate 
present but no magnesium ammonium phosphate. Fur- 
thermore, these stones are often primary—there is often 
no demonstrable lesion of the urinary tract. Yet they 
look just like the secondary stones associated with urea- 
splitting infection. 

We commonly divide calcium-containing calculi into 
“oxalate” and “phosphate” calculi, implying that the 
phosphate” calculi are secondary stones associated 
with urea-splitting infection. This is not always true as 
has just been pointed out. Furthermore, many of the 


primary “oxalate”. stones contain large amounts of 


phosphate. In fact, many of these so-called “oxalate” 
stones originated as “phosphate” stones because the 
nucleus is of calcium phosphate. This will be con- 
sidered later. 

As a result of infection by urea-splitting organisms, 
a primary stone of any composition may acquire an ex- 
ternal portion of calcium phosphate and magnesium 
ammonium phosphate and have the external appear- 
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ance of an “alkaline infection” stone. It is unwise to 
guess at the composition of a stone from its external 
appearance. Color is also an unreliable guide. I have 
seen calcium oxalate, calcium phosphate and uric acid 
stones all of identical color and texture. 

The non-calcium-containing calculi are composed of 
uric acid and cystine. Usually (but not always) these 
are “pure” calculi. They occur in acid urine, usually 
uninfected (except secondarily). 


The Nucleus 


A nucleus in physical chemistry is that part of a con- 
cretion which is formed first and upon which precipita- 
tion occurs to produce growth of the concretion. Crys- 
tallographic study has shown that many calculi have a 
demarcated portion, often of different composition or 
structure from the rest of the stone, and so situated 
that it must represent the first portion of the stone 
formed. Theoretically, the nucleus should be a very 
minute structure—the first particle deposited from so- 
lution. In calculi the term may be applied to a larger 
structure, varying from microscopic size to several mil- 
limeters in its dimensions. Obviously, this larger “‘nu- 
cleus” is due to further deposition from solution upon 
the first particle or to aggregation of separate and co- 
existing particles. In some calculi the structure is so 
irregular that no nucleus is discernible. 

There are two ways in which nuclei may be formed: 

1. They may be formed from Randall’s plaques sit- 
uated upon the renal papilla. Deposition of salts, mostly 
calcium phosphate, occurs interstitially in the kidney. 
When, by accident of position, this occurs just beneath 
the epithelium of the renal papilla, the overlying epi- 
thelium erodes away to expose the deposit to the super- 
saturated urine of the renal calyx. The deposit thus 
acts as a nucleus upon which precipitation of urinary 
salts occurs to form a calculus. Such calculi are asym- 
metrically developed with the nucleus located upon the 
external surface of the stone (Figure 4). 

2. Stones may be formed by precipitation of urinary 
salts in the urine itself (not upon a surface as above). 
Such a nucleus occurs in the center of a symmetrically 
developed stone and is usually surrounded by concen- 
tric layers (Figure 5). Sometimes there is no regularity 
of structure at all, especially in “‘staghorn”’ calculi. 

Meyer found that urine is commonly supersaturated 
to the extent of two to four times its aqueous solubility 
with some of the stone-forming salts, at all pH levels. 
It is able to retain these salts in such a supersatu- 
rated state for a time if no nucleus is present. If a 
nucleus is present, precipitation may occur whenever 
the concentration of a salt exceeds the saturation 
point. (It appears that desquamated epithelium does 


GP February 1957 


not act as nuclear material). So that, whereas the aver- 
age person may be able to keep his urine supersatu- 
rated to the extent of two to four times its aqueous solu- 
bility with the various urinary salts, the person with a 
nucleus present in the kidney may precipitate salts 
whenever the saturation point is exceeded. It would 
seem desirable, therefore, to conserve this power of 
urine to hold its salts in supersaturated solution by 
preventing nuclei from forming. Practically, this means 
that the stone-forming individual (but not the normal 
person) must avoid even transient marked concentra- 
tion of the urine because nuclei may form in a very 
short time. 


Influence of pH on Composition of Calculi 


Meyer determined the average amount of each stone- 
forming salt (present as dissolved crystalloid) in the 
urine of normal persons. He assumed that urine is a 
simple aqueous solution of the various salts and he took 
into his calculations the increase in solubility resulting 
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Figure 4. Calcium oxalate calculus developed upon a calcium phos- 
phate nucleus of Randall’s plaque type. Nucleus originates upon 
mucosal surface of renal papilla, resulting in asymmetric develop- 
ment of stone. 
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from the presence of the ions of other salts in the 
urine. Then he calculated how much thisaverage amount 
of each salt would saturate the urine at the various 
PH levels, if it could be held in solution over the entire 
urinary pH range. This is impossible, since precipita- 
tion occurs if the supersaturation is too great. Meyer’s 
values are graphically presented in the accompanying 
diagram (Figure 6) in which the pH is represented 
upon the horizontal axis and the number of times the 
urine is saturated is represented upon the vertical axis. 
(A saturation of 1 represents the amount of a salt 
which just saturates the urine; twice this amount of 
salt produces a saturation of 2, et cetera). 

Referring to the diagram it is seen that the average 
amount of uric acid present in normal urine super- 
saturates it four times at pH 5.0, but unsaturates it 
above pH 6.0. This means that the solubility of uric 
acid increased with increasing alkalinity. So we alka- 
linize the urine to prevent uric acid stone. The same 
applies to cystine stone. 

The average amount of calcium oxalate present in 
normal urine supersaturates it 1.7 times and the solu- 
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Figure 5. Calcium oxalate calculus with centrally placed nucleus of 


calcium phosphate. Nucleus forms in supersaturated urine (not 
upon a surface as does a Randall’s plaque). Results in a symmetri- 
cally developed stone. 
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bility is practically unchanged by changing the pH— 
the curve is almost a horizontal line. Therefore, acidi- 
fication or alkalinization of the urine is useless in pre- 
vention of pure calcium oxalate stone. 

The average amount of calcium phosphate (apatite 
in the diagram) present in normal urine just saturates 
it at pH 5.6, supersaturates it two times at pH 6.0, 
supersaturates it four times at pH 6.5, and supersatu- 
rates it eight times at pH 7.0. Between pH 5.6 and 7.0it 
will be seen that a half unit rise in pH doubles the 
supersaturation, and doubles the insolubility. Looking 
at it in the reverse direction it will be seen that each 
half unit increase in acidity (or decrease in pH) will 
double the solubility of calcium phosphate in the urine 
over the range from 7.0 to 5.6. So that even slight 
shifts in pH toward the acid side would appear to be 
of value in treatment. If one could shift the pH from 
7.0 to 5.6 the solubility is increased eight times. Similar 
values obtain for magnesium ammonium phosphate but 
they are less remarkable than is the case with calcium 
phosphate. This is the basis for acidification therapy 
to prevent the deposition of calcium phosphate and 
magnesium ammonium phosphate. 

Unfortunately, the urine of stone-forming patients 
frequently contains abnormally large amounts of salts, 
so that the increase in solubility obtained by a shift in 


pH will be less than depicted by the diagram. 


Urea-Splitting Infection 


Certain bacteria that may infect the urine have the 
power to split urea, with the production of ammonia, a 
powerful -base. Carroll and Brennan found that prac- 
tically all strains of B. proteus, about half the strains of 
staphylococci and occasional strains of E. coli, and 
other organisms are able to do this. With the onset of 
urea-splitting infection, marked alkalinity of the urine 
occurs, and calcium phosphate and magnesium am- 
monium phosphate are precipitated in increasing 
amounts. The marked insolubility of these two sub- 
stances in alkaline urine (Figure 6), emphasizes the 
necessity of eradicating urea-splitting infection if we 
are to prevent recurrence of such calculi. This is often 
a difficult problem, even in these days of antibiotics. 
If the pH cannot be lowered, stone recurrence will 
usually follow unless an effective prophylactic regimen 
is instituted. 

In severe unilateral calculous pyonephrosis compli- 
cated by urea-splitting infection, the surgeon should 
consider carefully before deciding to save a consider- 
ably destroyed and largely functionless kidney in the 
presence of a good contralateral kidney. Blind adher- 
ence to the dictum of conservation of kidney tissue 1s 
not always wise, particularly when there is not much 
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SATURATION OF URINE WITH STONE-FORMING SUBSTANCES AT VARIOUS pH LEVELS 
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Figure 6. Showing effect of pH upon solubility of stone-forming salts 
in urine. The aqueous solubility of the average amount of each salt 
present in normal urine is expressed in terms of the urinary satura- 
tion at each pH level, taking into account the reciprocal effects on 
solubility of the other ions dissolved in urine. (After Meyer.) 
Interpretation: Increasing supersaturation means increasing in- 
solubility of the salt. Thus, the saturation of calcium phosphate 
(apatite in the diagram) doubles for each half unit increase in pH 


kidney tissue to save, when stone recurrence is inevi- 
table and the risk of serious infection of the other kidney 
is increased. 


Mechanisms of Stone Formation 


What has been said thus far concerns the mechanics 
of stone formation—how stones are formed—but not 
why. Unfortunately we do not know the cause (or 
causes) of the great majority of urinary calculi. It is 
important to distinguish between the mechanisms of 
stone formation and causes (where known). 

We know that hyperparathyroidism and skeletal im- 
mobilization in recumbent individuals are causes of 
stone. In these conditions the mechanism is hypercal- 
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between 5.6 and 7.0. In other words, the insolubility doubles with 
each half unit increase in alkalinity. Or conversely stated, lowering 
the pH one half unit (as by acidification therapy) doubles the solu- 
bility. The solubility changes for magnesium ammonium phosphate 
are similar to those for calcium phosphate but less marked. Change of 
pH has little effect on the solubility of calcium oxalate. The curve 
for uric acid shows increase in solubility (decrease in saturation) 
with increasing alkalinity. 


cinuria—too much calcium in the urine. Yet patients 
with noninfective phosphaturia remain notoriously free 
from stone despite the fact that their urines are com- 
monly turbid from excess of calcium phosphate. The 
sweating laborer, working in the hot sun, may have a 
very concentrated urine markedly supersaturated with 
stone-forming salts, and yet make no stone. Contrary- 
wise, it is usually impossible to demonstrate super- 
saturation of the urine in those who spontaneously pass 
the very common small calcium oxalate calculi in warm 
weather; in so far as we can discover, both urine and 
urinary tract are normal. 

It seems obvious from these and other quotable 
examples that stone formation cannot always be simply 
explained on the basis of urinary supersaturation. 
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There must be other factors. Attempts have been made 
to fill this gap by recourse to urinary colloids but there 
has been no unanimity of agreement on this. What the 
proponents of the colloid theory have been able to 
prove concerning the importance of colloids in stone 
prevention or formation has been quite as convincingly 
disproved by the opponents of the theory. Deficiency 
of vitamin A has also been considered to be a cause of 
urinary stone. The significance of colloids and vitamins 
in preventive therapy will be discussed later in the 
article. 

In a program for prevention of recurrence of stone 
it may be important to know which mechanism is 
responsible for stone formation. If magnesium ammo- 
nium phosphate is present in the center (or nucleus) 
of a stone of mixed calcium phosphate-magnesium 
ammonium phosphate composition, it may be assumed 
that urea-splitting infection preceded stone formation 
and probably was causative. On the other hand, if 
magnesium ammonium phosphate is present only in 
the outer layers, we must assume that urea-splitting 
infection supervened only as a complication to stone 
growth and we must look for another primary causal 
mechanism. In such a case the eradication of urea- 
splitting infection will not necessarily result in preven- 
tion of recurrence. So that it may be of clinical im- 
portance to know where in the stone the various salts 
are located. 


Medical Management to Prevent Recurrence 
PRINCIPLE 


The underlying principle in prevention of stone is 
to prevent the excessive supersaturation of the urine 
by substances that might precipitate to form stone. 
There are three ways to reduce the degree of urinary 
saturation with stone-forming salts: (1) increasing 
urinary volume to dilute the concentration of the salts, 
(2) decreasing urinary excretion of the offending 
crystalloid, and (3) increasing urinary solubility of the 
offending crystalloid. 


GENERAL MEASURES 


Forcing Fluids. Forcing of fluids is the most reliable 
method of reducing urinary supersaturation. The 
nuclei of calculi are small and may form in a short 
time in a concentrated urine. With this in mind it is 
my feeling that the statement to “force fluids” must be 
amplified by instructions to the patient to prevent even 
transient dehydration in the patient who is a recurrent 
stone former. This must be stated in terms understand- 
able to the patient. Merely to tell a patient to drink a 
certain quantity each day is not enough. The recurrent 
stone former must be told to spread his fluid intake 
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over his waking hours, including some fluid in the 
evening, even if it results in some nocturia. Of course, 
the instruction to the patient should be tempered by 
the gravity of the situation. More cooperation may be 
expected from the patient who has had considerable 
trouble in the past. 

The patient who makes his first uncomplicated cal- 
cium oxalate calculus during a spell of very hot 
weather ordinarily may disregard specific treatment— 
until he gets his second stone. Many patients never 
have a second stone. One should impress upon the pa- 
tient that doubling the fluid intake decreases urinary 
saturation 50 per cent—and might decrease stone in- 
cidence similarly. 

Elimination of Infection and Obstruction. It is under- 
stood, of course, that other well-recognized measures 
of therapy, such as surgical removal of urinary tract ob- 
structions, and treatment of infections anywhere in the 
body, must also be carried out. We cannot discuss 
these in detail but a few words concerning treatment 
of infection seem indicated. 

In addition to treatment of urinary tract infection, 
one must seek foci elsewhere. Teeth, tonsils, bowel, 
cervix and prostate have all been incriminated. I have 
more than once seen obstinate urinary and prostatic 
infections respond to treatment after a mouthful of 
septic teeth had been removed. 

We cannot leave this subject without a word of ad- 
vice and warning concerning the use of antibiotics for 
subacute and chronic (in other words, essentially 
asymptomatic) urinary infection. No one will be criti- 
cized for switching to a second antibiotic if one anti- 
biotic (or a combination) fails to bring down the fever 
in acute febrile pyelonephritis complicating renal or 
ureteral calculus; the patient must be made asympto- 
matic. But there is no justification for running the 
gamut of the antibiotics and sulfonamides in chronic 
afebrile, asymptomatic urinary tract infection in the 
presence of a calculus that obviously should be re- 
moved surgically. 

It may almost be accepted as axiomatic that the 
urinary tract will not be sterilized for any length of 
time in the presence of a sizable or obstructing stone. 
Such ill-advised therapy only renders the infecting 
organisms insensitive to all the drugs. It leaves no 
effective bactericidal agent for use after the urinary 
tract has been cleared of stone, or for the occasional 
acute postoperative reaction. 

In the presence of stone, the physician should be 
satisfied if an antibiotic agent brings down the fever 
and renders the patient asymptomatic even if infection 
remains; the other antibiotics should be saved for the 
time when they are really needed and when they may 
be effective. 
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Medical Management: Calcium-Containing Calculi 


Specific therapy to prevent recurrence of calcium- 
containing stone has commonly consisted of measures 
to decrease the excretion of calcium into the urine by 
dietary restriction, and by prevention of bone deminer- 
alization in immobilized patients. This is coupled with 
attempts to increase the solubility of the stone-forming 
salts by acidification therapy. More recently a low 
phosphate diet and oral medication designed to prevent 
absorption of phosphate from the bowel have also been 
suggested to prevent the phosphate stones of alkaline 
infection. 

It is generally conceded that there is little that we can 
do to decrease the saturation of the urine by the oxalate 
ion except to force fluids. The author, with Dr. Burn- 
ham S. Walker, Professor of Biochemistry at Boston 
University School of Medicine, has sought to increase 
the solubility of the salts in calcium-containing stone by 
salicylate therapy with (so far) very promising results. 


HYPERCALCINURIA 


A relationship exists between the amount of calcium 
in the urine and the incidence of calcium stone. The 
amount of calcium excreted may be increased by ex- 
cessive ingestion of calcium-containing foods or calcium 
salts, excessive ingestion of vitamin D, hyperparathy- 
roidism, acidosis (as by ammonium chloride therapy), 
disuse atrophy of the bony skeleton caused by pro- 
longed immobilization in fractures, muscular paralysis 
or debilitating disease. Other less common causes in- 
clude postmenopausal osteoporosis, Cushing’s syn- 
drome and sarcoidosis. In addition, there is a large 
group of cases in which no demonstrable cause can be 
found and for which the term “idiopathic hypercal- 
cinuria” has been coined. 

Excessive Ingestion of Calcium. Milk is the main source 
of calcium in our diet. The green leaves of certain 
plants contain larger amounts of calcium than does 
milk, but we do not eat large amounts of these foods, 
and the calcium is in less assimilable form. Many per- 
sons drink quantities of milk because it is a “perfect” 
food or because it is indicated in peptic ulcer; the 
etiologic relationship to stone is obvious. The use of 
calcium salts for peptic ulcer is open to the same ob- 
jection. It is to be remembered that each Sippy powder 
contains more than 0.5 Gm. of calcium carbonate, 
which approaches the amount of calcium present in 
one quart of milk. It has been said that what is good 
for ulcer is bad for stone and vice versa. 

Excessive Ingestion of Vitamin D. The administration 
of large amounts of vitamin D for rickets, tetany and 
theumatoid arthritis will produce hypercalcinuria. 
Happily this form of therapy is no longer popular. 
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Hyperparathyroidism. Hyperparathyroidism is the 
cause of less than 5 per cent of urinary calculi. In this 
condition the blood serum calcium is elevated and the 
blood serum phosphorus depressed. However, both the 
urinary calcium and phosphorus are increased. While 
the calculi are composed of calcium phosphate mostly, 
calcium oxalate may also be present if the urine is acid, 
or magnesium ammonium phosphate if the urine is 
alkaline. 

Commonly, a serum calcium level in excess of 10.5 
mg. per 100 cc. and a serum phosphorus level below 
2.5 to 2.8 mg. per 100 cc. (depending on the laboratory) 
should raise the suspicion that this disease may be 
present. Since the procedure for the determination of 
the serum calcium is difficult and the result may be 
unreliable, it is important to have the confirmation of a 
low serum phosphorus. 

The diagnosis of hyperparathyroidism is based on 
laboratory studies, and it is therefore important that 
these be carefully done and correctly interpreted. For 
instance, in mild renal failure, which may result from 
chronic pyelonephritis accompanying recurrent stone, 
there may be elevation of the serum phosphorus level. 
The diagnosis of a borderline case of hyperparathy- 
roidism may be difficult. 

It has been my observation that many physicians 
tend to rely almost entirely upon the serum calcium 
and phosphorus levels in making the diagnosis of 
hyperparathyroidism and pay little attention to urinary 
calcium studies. We find it useful to do 24-hour quan- 
titative urinary calcium determinations in borderline 
cases with the patients on a simple low calcium diet 
for several days preceding the test. Dr. Albright’s labo- 
ratory in Boston regards a urinary calcium excretion in 
excess of 150 mg. per day as suggestively high, and one 
of 200 mg. as distinctly high. 

Sulkowitch Test. The Sulkowitch reagent is worth 
while as a rough bedside or office test to determine 
whether hypercalcinuria is present or not. A bottle of 
the reagent should stand on the same shelf with the 
reagents used to determine urinary albumin and sugar. 
The test is very simply and quickly done. The Sulko- 
witch reagent is made as follows: oxalic acid 2.5 Gm., 
ammonium oxalate 2.5 Gm., glacial acetic acid. 5.0 cc., 
distilled water q.s. ad 150 cc. 

A calcium determination is made by adding 2 cc. of 
the reagent to 5 cc. of urine in a test tube and noting 
the result. If calcium is present it will be precipitated 
as calcium oxalate, forming a white cloud or turbidity 
whose density will vary with the amount of calcium. 
The density of the white precipitate may be recorded 
as 0 or 1+ to 3+. It is necessary to take into con- 
sideration the specific gravity of the urine in evaluating 
the Sulkowitch test. One should familiarize himself 
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with the range of results possible with this test by using 
it routinely on a series of patients, including non-stone- 
formers, for a while before attempting to interpret 
results. 


Normal urines may show but slight turbidities ; these 
are classed as 1+. Moderate to marked turbidity repre- 
sents hypercalcinuria of grades 2 to 3, making due 
allowance, of course, for the concentration or dilution 
of the urine. A 2+ or 3+ Sulkowitch test will suggest 
hyperparathyroidism if the serum calcium and phos- 
phorus values are equivocal. Further study is then 
necessary. If repeated studies rule out this disease, one 
looks for another cause or thinks of “idiopathic hyper- 
calcinuria.” 

Disuse Atrophy of Bone. Hypercalcinuria may develop 
in patients who are immobilized in splints, plaster casts 
or other orthopedic appliances because of fractures or 
reconstructive orthopedic procedures. It also may occur 
in those bedridden by paralysis, debilitating disease or 
senility. The immobilized patient decreases his bone 
mass, and the calcium and phosphorus are swept out 
into the urine where excessive excretion may lead to 
stone formation. This bone demineralization is due to 
lack of stress and strain upon the bony skeleton result- 
ing from immobilization. 

Recumbency calculi occurring in an acid urine are 
composed of calcium phosphate, sometimes with a 
small amount of calcium oxalate; those occurring in 
alkaline urines are composed of calcium phosphate and 
magnesium ammonium phosphate. Urea-splitting uri- 
nary infection is a common complication of calculi 
formed in immobilized patients. 

Stone formation in the recumbent patient is often 
aggravated by giving abundant milk in the diet because 
it is a “good food” for invalids or because of the mis- 
taken notion that a large amount of calcium obtainable 
through milk is necessary to heal a fracture. Failure of 
a fracture to heal is not usually due to a deficiency of 
lime salts but of failure of osteoid tissue or matrix to 
form. Before calcium can be deposited in a fracture it 
is necessary that a supporting framework of osteoid 
tissue bridge the gap first. The calcium is deposited in 
this framework. 

Bedridden patients should have their positions 
changed several times daily. Orthopedic appliances 
should be so applied to patients that movement may 
be facilitated. Bed exercises should be encouraged in 
patients able to do them, and early ambulation pro- 
moted. The services of a physiotherapist are invaluable 
in this regard. 

Acidosis. Acidosis as a cause for hypercalcinuria 
must receive consideration because acidification ther- 
apy has been used in prevention of calcium-containing 
calculi. Ammonium chloride and acid ash diets are 
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commonly prescribed to acidify the urine because 
calcium phosphate and magnesium ammonium phos- 
phate are more soluble in an acid urine. Acidification 
therapy produces acidosis with consequent increased 
rate of dissolution of bone and resultant hypercal- 
cinuria. Under these circumstances any benefit 
achieved by increased solubility of calcium phosphate 
may be partially or completely nullified by increased 
excretion of the same salt. 

Idiopathic Hypercalcinuria. Flocks found that many 
patients with calcium urolithiasis “have a high urinary 
calcium excretion without any bone disease, evidence 
of hyperparathyroidism, change in the blood calcium 
or phosphorus or other demonstrable abnormality of 
calcium metabolism. These individuals respond to acid 
ash intake and vitamin D intake with an exaggerated 
increase in urinary calcium excretion which indicates 
that dietary and drug management in this group needs 
modification.” Multiple calculi may be present, often 
limited to one kidney. The kidneys may appear nor- 
mal by pyelographic studies, and there may be no dis- 
cernible diminution in renal function. Albright and 
Reifenstein find that many of these cases have or 
have had a staphylococcal pyelonephritis. The mech- 
anism may be some form of tubular damage. 


Specific Therapy 


Low Catcitum Diet 


Milk is the most abundant source of calcium in the 
American diet. In general I have been content to re- 
strict the use of milk and its products, except for 
butter, in patients with hypercalcinuria and to pay 
little attention to other calcium-containing foods. 
Milk as a beverage should be forbidden. Cheese is 
very high in calcium and its use should be prohibited. 
It should be obvious that cream, condensed milk, 
buttermilk, ice cream, cream soups, cheese souflles 
and custards are included in the restricted list. Butter 
contains little calcium and may be used freely. On 
such a diet the intake of calcium will probably not 
exceed 150 mg. daily. This simple dietary restriction 
is easy to remember, and no patient should complain 
that such a regimen is arduous. 

I believe that it is good practice to allow certain 
patients who will have trouble disciplining themselves 
to use a bit of cream in their coffee or to use a little 
milk on cereal. This will not add materially to their 
calcium intake and will be appreciated. Occasionally 
a patient will carry the restriction to unnecessar) 
lengths. One patient would not eat mashed potatoes 
because a cup of milk had been added when the pota- 
toes were being mashed. 

Occasionally a stone-former will be discovered who 
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has some peculiar dietary habit. We found one woman 
who ate a large amount of molasses on bread daily. 
Molasses is a high calcium food with a very high 
alkaline ash and, therefore, doubly undesirable. A 
fat cook in a restaurant who had passed 11 stones 
in two years stated that he hated milk but admitted 
that he “nibbled” on olives, raisins, shelled nuts and 
slabs of cheese (all high calcium foods) daily at his 
work. The average person eats no molasses at all and 
his intake of such foods as olives, raisins and nuts is so 
low that they need not be included in a routine list of 
forbidden foods. There is nothing so frustrating to the 
average stone-forming patient as a long list of forbid- 
den foods, most of which he consumes in small quanti- 
ties or not at all. In some high calcium foods the cal- 
cium is combined with oxalate ; it is extremely doubtful 
that the calcium will be absorbed when so combined. 
It must be stated that a low calcium diet is only of 
adjuvant value in stone prevention; many patients 
continue to have hypercalcinuria and to form stones 
even when the calcium intake is kept at low levels. 


THERAPY FOR CALCIUM OXALATE CALCULI 


It has generally been assumed that there is little 
that we can do to prevent recurrence of calcium 
oxalate calculi except to force fluids. We know so 
little about oxalate metabolism. There is always more 
calcium available in the urine than there is oxalate 
to combine with it, so that measures directed at de- 
creasing the oxalate intake seem futile. Furthermore, 
the solubility of oxalate is not significantly increased 
by changes in urinary pH. 

However, crystallographic study has shown that 
calcium phosphate occurs as the nucleus in more than 
half of calculi of predominant calcium oxalate com- 
position (Figures 4 and 5). It is probable that this 
percentage may be considerably greater because there 
is evidence of partial or complete dissolution of some 
of these tiny nuclei of calcium phosphate; dissolution 
probably occurs readily in urine which is temporarily 
very acid. The evidence suggests that the majority of 
calcium oxalate calculi have developed upon a calcium 
phosphate nucleus. 

The decreased ability of urine to hold its dissolved 
salts in supersaturated solution in the presence of a 
nucleus, and the fact that calcium oxalate calculi 
commonly have calcium phosphate nuclei, suggest 
that more attention should be focused upon this 
nucleus in treatment of this type of stone. It is here- 
with suggested that calcium oxalate stone-formers be 
treated by trying to prevent calcium phosphate nuclei 
from forming. With no calcium phosphate nucleus 
present, it seems reasonable to assume that the urine 
may be able to maintain calcium oxalate in super- 
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saturated solution more readily. The validity of this 
proposition has not been tested upon any long series 
of patients. 

Calcium oxalate stone-formers should refrain from 
eating large amounts of foods high in oxalate even 
though it has not been demonstrated that high oxalate 
foods are a factor in stone formation. The common 
high oxalate foods are spinach, asparagus, rhubarb, 
chocolate and cocoa. While tea leaves and coffee beans 
also contain considerable amounts, it is to be remem- 
bered that we do not eat these substances but only 
drink a beverage made by heating them in water. 


Low Puospuate Dier Pius ALUMINUM JELS 
For Curonic INFECTION WITH STONE 

Urinary stasis due to obstruction from such causes 
as aberrant vessel, ureteral or urethral stricture or 
enlarged prostate may result in chronic urinary infec- 
tion by a variety of organisms. Some of these bacteria 
do not have any influence upon the pH of the urine, 
others have a profound alkalinizing effect because they 
split urea which is a powerful base. While not all 
patients with urea-splitting infection will develop 
calculi it is obvious from Figure 6 that the resulting 
alkalinity plays an important role in such formation. 
The calculi are commonly of the “‘staghorn” variety. 
Continuance of the condition results in chronic upper 
urinary tract changes (parenchymal scarring, dilated 
atonic renal pelves and ureters, and renal insuf- 
ficiency). 

It will be seen from a perusal of Figure 6 that unless 
the urine can be acidified there will be recurrence of 
stone. Calcium phosphate and magnesium ammonium 
phosphate are extremely insoluble in the alkaline pH 
ranges. In considerably damaged kidneys, it is usually 
impossible to eradicate the urea-splitting infection or 
to acidify the urine, even after removal of calculi. 
Nephrectomy should be considered in patients with 
unilateral staghorn calculi in severely damaged kid- 
neys if the opposite kidney is healthy. 

Shorr, in 1945. proposed the use of aluminum hy- 
doxide jel (Amphojel), and more recently basic alu- 
minum carbonate jel (Basaljel), to reduce the amount 
of phosphorus absorbed from the bowel, and thus to 
reduce the amount excreted by the kidneys. The 
phosphorus is converted to an insoluble aluminum 
phosphate and excreted in the stool. The jels are 
usually given in dosages up to 30 cc. after each meal 
and at bedtime. A low phosphorus diet is also recom- 
mended. 

Marshall has reported favorable results with this 
regimen in patients who show a marked tendency to 
stone recurrence associated with intractable urea- 
splitting infection. He has pointed out that impaired 
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this form of therapy; it may be used in uremia. 

In my own experience the amount of any of these 
aluminum jels necessary daily has posed a problem 
for patients with sensitive stomachs. It may fairly be 
said that these compounds are unpleasant to take in 
quantity. The low phosphorus diet recommended to 
accompany aluminum jel therapy is fairly restrictive; 
phosphorus is very widely distributed in foods. Under 
the circumstances, a high degree of cooperation will 
be difficult to obtain except in patients who have a 
very serious stone situation. We are using salicylate 
therapy successfully in this type of case although we 
do not recommend it in uremic patients. 

Shorr also proposed the use of estrogens to increase 
citric acid excretion in the urine, the purpose being 
to increase the solubility of urinary calcium. Except 
for his paper I know of no experience with it. 


‘THE IMPORTANCE OF VITAMINS AND NUTRITION 


It is felt by some that vitamin A deficiency is an 
important factor in stone formation. Rats were used 
to demonstrate that avitaminosis causes stone. How- 
ever, Hammarsten produced calculi in rats on diets 
completely adequate in regard to all the vitamins, and 
we have been able to reproduce her results. The diets 
used were stock maintenance diets with adequate 
vitamins but with a moderate deficiency in magnesium 
content. 

While avitaminosis and malnutrition probably are 
factors in the endemic stone areas of Asia, it is doubt- 
ful that they are important factors in most of North 
America with its high standard of nutrition. I find no 
reason to give supplementary vitamins to stone- 
forming individuals who are eating a well-rounded diet. 


HYALURONIDASE 


The importance of colloids in increasing the solu- 
bility of the stone-forming substances in the urine 
has been warmly debated. Butt, Hauser and Seifter 
claimed that an enzyme, hyaluronidase, injected sub- 
cutaneously, produces a protective colloidal effect in 
the urine. They have reported success with this prep- 
aration in a series of patients who had multiple, 
bilateral, rapidly recurring calyceal calculi. Boyce, 
Garvey and Norfleet found no change in the total 
quantity of the urinary colloids nor in the precipita- 
bility of the urinary salts after subcutaneous hyalu- 
ronidase administration. In our own slight experience 
it has failed to prevent bladder calculi in recumbent 
patients. Various workers have reported that the regu- 
lar administration of the enzyme has not prevented 
stone growth or recurrence. In an occasional case it 
seems clear that stone growth has even been facilitated. 
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ACIDIFICATION THERAPY 


Acidification of the urine plus a low calcium diet 
probably has been used more frequently than any 
other form of combined therapy to prevent recurrence 
of calcium-containing stone. Sometimes a high vitamin 
A intake was also prescribed. The solubilities of cal- 
cium phosphate and magnesium ammonium phosphate 
increase with increase in acidity of the urine, as de- 
picted in Figure 6. 

Higgins was the first to call attention to the possi- 
bilities of acidification therapy by dietary means. By 
the use of the acid ash diet he has been able to pre- 
vent recurrence of phosphatic calculi and to produce 
dissolution of some renal calculi in situ. He has 
stressed that such treatment does not always work. 

In general, meats and cereals promote an acid reac- 
tion in the urine, while fruits, vegetables and milk 
produce an alkaline reaction. There are numerous 
exceptions; for instance, cranberries, plums and 
prunes render the urine acid. Orange juice, grapefruit 
juice and tomato juice are only weakly alkaline ash 
foods but they are often consumed in large quantities 
and may produce an alkaline urine. The food faddists 
whose diet includes large quantities of milk and citrus 
fruits have an alkaline urine. 

Ammonium chloride, acid ash diet and sodium 
phosphate have been used to acidify the urine. The 
first two are open to the objection that they may 
produce acidosis and bone demineralization and may 
increase the excretion of calcium phosphate in the 
urine. Cordonnier and Talbot used sodium acid phos- 
phate in dosages of 0.6 Gm. four times daily to acidify 
the urine in patients with stone. With this dosage 
they also noted a decrease in urinary calcium excre- 
tion. Apparently sodium acid phosphate will not pro- 
duce acidosis and bone demineralization. Older phy- 
sicians will be familiar with its usage in combination 
with methenamine in urinary infection. 

The major objection to acidification therapy has 
been that it failed to acidify the urine much of the 
time. In the presence of a well-developed urea-split- 
ting infection, the urine cannot be acidified at all. 
Continued use of acidification may be detrimental. 
Even in an uninfected urine, the expected decrease 
in pH may fail to develop, or may be irregular. Many 
physicians have had little success with this method. 


SALICYLATE THERAPY FOR RECURRENT CALCIUM- 
CONTAINING CALCULUS 


In general, acidification therapy has not been very 
successful in preventing recurrence of calcium-con- 
taining calculi even when the urine can be acidified. 
We have had modest success with this method, prob- 
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ably because of an intense interest and application; 
this has not been the average experience, however. 

The cause (or causes) of the great majority of uri- 
nary calculi remains unknown. It seems reasonable 
to believe that it might be possible to prevent stone 
without knowing the cause, if one could decrease 
the supersaturation of the urine by stone-forming salts 
sufficiently. Cognizant of the deficiencies of acidifi- 
cation therapy, a search was made for a way to accom- 
plish this without depending upon acidification of the 
urine. Since the tendency to form stone must extend 
over a considerable period of time, the success of 
any program must hinge upon the prolonged coopera- 
tion of the patient. With this in mind it seemed that 
an acceptable therapy should be orally administered, 
not unpleasant to the taste, not inconvenient to take, 
and not unduly expensive. Because of the necessity 
of prolonged administration it must be relatively non- 
toxic. And, importantly, it should be effective in the 
alkaline urine of urea-splitting infection. The study 
culminated in the selection of the salicylate drugs 
about three years ago. Dr. Burnham S. Walker, Pro- 
fessor of Biochemistry at Boston University School 
of Medicine, has been associated with this project as 
coinvestigator since its inception and has been respon- 
sible for the laboratory studies. Our results with it 
have been far superior to other therapies. 


PHARMACOLOGIC Basis OF SALICYLATE THERAPY 


Glucuronic acid occurs normally in small amounts 
in the urine. The glucuronic acid molecule looks very 
much like the glucose molecule except that it has some 
additional oxygen (see diagram above right). 

The precursor of glucuronic acid is probably glu- 
cose. Glucuronic acid does not occur in the urine as 
the free acid but in the form of complex glucuronide 
salts that serve a function. Many normal metabolic 
products and also some potentially toxic substances 
are eliminated in the urine combined or conjugated 
with glucuronic acid. In’this way glucuronic acid is be- 
lieved to play an important part in detoxication of 
metabolic products—by facilitating their excretion in 
the urine. This is the glucuronide detoxication mecha- 
nism. 

Glucuronic acid is also found combined with other 
carbohydrate substances in the plant and animal world. 
[tis a constituent of mucopolysaccharides, such as hep- 
arin, hyaluronic acid and chondroitin sulfuric acid, 
and is a structural component of connective tissue. It 
is also known that glucuronide excretion in the urine 
can be markedly enhanced by administering com- 
pounds that require conjugation with it. There are 
a host of such compounds, the best known of which 
are probably the salicylate drugs. It is believed that 
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Glucuronic Acid 


the glucuronide is biosynthesized from glucose by the 
liver. 

Now what has all this to do with kidney stones? It 
is known that the solubility of calcium phosphate in 
aqueous solution may be greatly enhanced by glu- 
curonic acid. So that if we can increase the amount of 
glucuronic acid in the urine—which we can do—we 
may increase the solubility of some of the salts that 
form stone. 

Of the host of compounds that are so excreted, we 
selected the salicylates, 15 to 40 per cent of which are 
excreted as glucuronide. The commonest and cheapest 
such compound that we knew of was aspirin. We postu- 
lated that the compound in the urine which increased 
the solubility of calcium salts was salicyl glucuronide. 
We have attempted to extract this from the urine but 
thus far have succeeded only in getting a crude extract 
which increased the solubility of calcium phosphate in 
aqueous solution from 30 to 39 per cent. Recently we 
have been able to obtain some synthetic salicyl glu- 
curonide. Using this in a 0.1 per cent solution we 
found the mean increase in solubility of calcium phos- 
phate to be 16 per cent. There was no relationship 
between the amount of increase in solubility and the 
final pH, so that it would appear that the increase in 
solubility was not due to an increase in acidity. Of 
course, there is no evidence as yet that the particular 
synthetic glucuronide which we used in the laboratory 
is identical with any urinary glucuronide. The solu- 
bility studies that we have made have been confined to 
calcium phosphate. 

Calcium oxalate and magnesium ammonium phos- 
phate are also present in calcium-containing calculi. 
No studies have been completed which show the in- 
fluence of glucuronide on the solubilities of these two 
other substances. If the solubility of calcium oxalate is 
not increased by glucuronide, salicylate therapy may 
possibly still be of value for such calculi, because over 
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half of the calcium oxalate calculi have nuclei of cal- 
cium phosphate. 

The original study group was composed of 19 pa- 
tients who were selected because they had histories of 
severe or moderately severe recurrent calculus, and 
were believed to be in active stone formation at the 
time treatment was started. All but two of the 19 had 
had three or more distinct episodes that resulted in 
spontaneous passage of calculi, cystoscopic removal or 
open surgery. Twelve patients had collectively required 
23 major operations on kidneys or ureters for removal 
of stone, and there had been numerous instrumental 
deliveries of stone by cystoscope. One patient had 
passed approximately 100 stones in 14 years. Chronic 
obstructive changes in the upper urinary tract were 
present in six. 

One patient had poor renal function and five had 
fair function. Chronic urinary infection was present 
in 16. The organisms included all the common pyo- 
genic bacteria that involve the urinary tract, including 
the urea-splitting organisms. Most of these organisms 
were insensitive to many or all of the usual antibiotic 
agents, possibly because of previous extensive anti- 
bacterial therapy. 

Calculi obtained from these patients were composed 
of calcium oxalate, calcium phosphate and magnesium 
ammonium phosphate or mixtures thereof. The x-ray 
appearance of calculi existing in patients at the time 
treatment was started was consistent with the above 
compositions. 

Complete urologic and laboratory studies were made 
on all patients before treatment was started. This in- 
cluded pyelograms, urinary and blood chemistry 
studies. All patients had quantitative estimation of 
urinary calcium, inorganic phosphorus and glucuro- 
nide (as glucuronic acid) in at least two 24-hour urine 
specimens, while on a simple low calcium diet. 

Following completion of these studies, all patients 
were placed on salicylate therapy. All received 2.0 Gm. 
of acetylsalicylic acid (aspirin) daily in three divided 
doses. All were urged to force fluids and to remain on 
the simple low calcium diet which consisted in restrict- 
ing the intake of milk and its products (except butter). 
A little cream in coffee or on cereal and a little ice 
cream were allowed. Milk as a beverage and cheese in 
any form were forbidden. Quantitative studies of 24- 
hour urines were repeated at intervals during treat- 
ment to determine the efficacy of the therapy. Arrange- 
ments were made with patients living at a distance to 
supply us with portions of 24-hour urine samples in 
mailing containers supplied by us. At the end of each 

six-month period, all patients had KUB films or intra- 
venous pyelograms to ascertain if new stones had ap- 
peared, or if existing calculi had become larger. 
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RESULTS OF SALICYLATE THERAPY 


In 17 of 19 patients who have been under conti: uous 
salicylate therapy for periods ranging from 21 ‘0 27 
months, there was no appearance of new calculi or 
growth in size or increase in density of existing calculi. 
In one patient there was complete failure, existiny cal- 
culi becoming larger and new ones forming despite an 
excellent glucuronide response to aspirin. One other 
patient showed a slight increase in size of existing renal 
calculi after 18 months of aspirin therapy; growth ap- 
pears to have been stopped when he was changed to 
another salicylate drug, salicylamide. This patient 
never attained a good glucuronide level on aspirin 
despite excellent cooperation at all times. 

The normal (pretreatment) glucuronide level in our 
patients varied from 0.2 to 0.9 Gm. in 24 hours. On 
aspirin therapy it was almost always possible to double 
the basal or control (pretreatment) levels, sometimes 
to triple or quadruple them. Early in 1955, we aban- 
doned the use of aspirin and placed all patients on 2.0 
Gm. of salicylamide daily. It had become apparent that 
the glucuronide response to that drug is higher than 
it is to aspirin. 

While the results of salicylate therapy in stone- 
forming patients only become obvious after months or 
years, it has been possible to provide what may con- 
stitute confirmatory evidence on an acute clinical basis. 
Bedridden patients who require inlying urethral cathe- 
ters frequently develop alkaline encrusting cystitis 
with encrustation and obstruction of catheters by 
phosphate urinary salts. Such obstruction may necessi- 
tate changing of catheters frequently. In a small series 
of such patients on salicylate therapy the encrustation 
has been retarded or abolished in the great majority. 
The obvious failure in some cases can only be inter- 
preted to show that the solubilizing mechanism of 
salicylate therapy is not without limitation. 


CONTRAINDICATIONS TO PROLONGED THERAPY 


We have thus far avoided the use of salicylate 
therapy in uremic patients because of possible toxicity 
from failure to excrete the drug. Some patients cannot 
tolerate aspirin, even in capsules, because of gastric 
symptoms; salicylamide is much better tolerated. It is 
well to remember that if the tablet is powdered and 
taken with a little water, that there will be less heart- 
burn. Ulcer is fairly common in patients with urinary 
stone, so that a history of it or of intolerance to aspirin 
may make salicylate therapy inadvisable. Other sali- 
cylate compounds, such as a buffered aspirin com- 
pound, may be tried in these patients; our very frag- 
mentary observations suggest that the glucuronide 
response toa buffered aspirin compound is not as ¢' od 
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as it is to salicylamide. An occasional patient will 
manifest other signs of salicylism, such as tinnitus. The 
possibility of liver damage and agranulocytosis is re- 
mote on the dosage recommended. 


COMMENTS ON SALICYLATE TREATMENT 


There is no evidence that urinary glucuronide bears 
any etiologic relationship to calculus formation. We 
have merely attempted to increase the solubility of 
stone-forming salts by stimulating urinary glucuronide 
excretion. Support for this theory is afforded by both 
laboratory and clinical data. It is conceivable that 
another mechanism may be involved, that of chelation. 
The salicylates are known to be weak chelating agents, 
and calcium bound in this way would be unavailable 
for stone formation; this is being studied. 

Since therapy is aimed at increasing the glucuronide 
content of the urine, it is desirable to appraise the 
efficacy of treatment by periodic quantitative glucuro- 
nide determinations. An occasional patient may mani- 
fest a subnormal glucuronide response to salicylate 
and require a larger dosage. Some increase in urinary 
calcium excretion may result from salicylate therapy, 
and it was originally thought that this was undesirable 
because it constituted hypercalcinuria, a known factor 
in stone formation. It is now believed (although not 
substantiated) that this may represent calcium which 
ischelated, and presumably unavailable for stone forma- 
tion. We recommend periodic quantitative urinary 
calcium assays on patients. 

Salicylamide (O-hydroxybenzamide) is a simple 
salicylate compound and is widely available. It should 
cost very little more than aspirin when bought in 
quantity. The combination of salicylamide with vita- 
mins, aluminum gels, steroid hormones and other com- 
pounds adds nothing to the efficacy of the medication 
and increases the cost of treatment. Since the stone- 
forming tendency is presumably present for years, pa- 
tients will probably have to remain on salicylamide 
therapy for long periods. It is recommended that the 
drug be dispensed in lots of 500 or more tablets. 

Salicylate therapy is not indicated for the patient 
who has merely passed his first ureteral calculus or for 
recurrence when the interval between stones is a num- 
ber of years. It is not recommended for uremic patients. 
We have no evidence that it will be of any value for 
patients with uric acid or cystine calculi. It is recom- 
mended for the patient with recurrent calcium stone 
in whom the daily ingestion of 6 tablets is preferable 
to any other course of action. 

There will be failures, some of them inexplicable. 
Poor cooperation on the part of the patient should be 
mininized because the regimen is not unpleasant; 
patients have commented favorably on this. Casual 
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application by the physician will be harder to evaluate. 
It will not be sufficient to write a prescription for a 
salicylate drug. All too often the patient who has been 
separated from a calculus is dismissed with instructions 
to drink a lot of water and is not seen again until the 
symptoms of another stone bring him back. It is essen- 
tial that all patients with recurrent urinary calculus be 
seen at regular intervals, at least every three months, 


after they have been stabilized on a preventive regimen. 
At each visit an attempt should be made to evaluate the 
degree of cooperation of the patient in the program, 


including dietary restriction. The continuing necessity 
of a liberal fluid intake should be stressed. Complete 
urinalyses, including microscopic studies of the sedi- 
ment and pH determinations, should be made at each 
visit. 

Although salicylate therapy is not a proved therapy 
for prevention of recurrent calcium-containing calculi 
it has produced results far superior to any other 
therapy in our hands. It is recommended to the pro- 
fession. Only critical evaluation by others will establish 
its place. 


Medical Management: Uric Acid and Cystine Calculi 


The application of isotope techniques has shown 
that uric acid is synthesized in the body from the sim- 
plest carbon and nitrogen compounds and not ex- 
clusively from ingested preformed purines and nucleo- 
proteins as had been thought. Therefore, restriction 
of diet to prevent uric acid stones is not indicated. 
There is no dietary treatment for cystine stone. 

Prevention of uric acid and cystine stone depends 
on alkalinization of the urine. The solubilities of these 
substances are considerably enhanced in alkaline urine. 

The best alkalinizer is sodium citrate as proposed by 
Albright. A mixture of potassium citrate and sodium 
citrate may be used in patients who are on a low 
sodium diet. A rounded teaspoonful (3 or 4 Gm.) three 
or four times daily in water has sufficed to keep the pH 
at 7.5. This salt may be bought by the pound and used 
indefinitely without harm. Soda bicarbonate may be 
used if preferred. An alkaline ash diet is unnecessary. 
It is mandatory that patients check the pH of their 
urines to maintain the proper alkalinity. Nitrazine 
paper will be adequate for this purpose. Occasionally 
alkalinization of the urine has merely changed the 
composition of the stone in a uric acid or cystine stone- 
former ; calcium phosphate and magnesium ammonium 
phosphate have been precipitated instead. To prevent 
this a low calcium diet should be given with the alkali. 


Salicylate therapy investigation was assisted by a Grant-in-Aid 
from the American Urological Research Foundation, Inc. 
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> Among 3,970 school children, the incidence 

of “allergic”? reactions to the Salk vaccine was 2.51 per cent. 
This rate was reduced to 1.09 per cent in 370 children 

who received an antihistamine along with the vaccine. 

Reactions to the vaccine are frequent enough to warrant a careful 
history for allergy and a program for prophylaxis of reactions 


in persons deemed to be potential reactors. 


Allergic Reaction to the Salk Poliomyelitis Vaccine 


W. H. LIPMAN, M.D. 


Kenosha, Wisconsin 


THIs IS A CLINICAL and statistical report of a city-wide 
survey of the allergic reactions occurring in a group of 
school children who received the Salk polio vaccine 
during the spring and fall trials in Kenosha, Wis., in 
1955. This is an industrial city of about 55,000 popu- 
lation. 

One section of the group, 3,970 children, ranging in 
age from 4 to 9, received the first and second injections 
from volunteer physicians in the special school clinics 
in cooperation with the Kenosha Health Department. 
In the second section, there were 370 patients, includ- 
ing eight pregnant mothers and 362 children ranging 
in age from 6 months to 14 years, who received their 
injections as private patients in my office. 

The purpose of this report is first, to supplement the 
meager literature on the subject, and second, to deter- 
mine the incidence of allergic reactions in a consider- 
able portion of the school population of this city (Ke- 
nosha, Wis.), and lastly, to suggest some measures to 
reduce such reactions. 


Previous Reports 


At this writing, about 15,000,000 school children 
have already received the Salk vaccine. The gratifying 
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reduction in the morbidity and mortality figures from 
anterior poliomyelitis attests to the unquestioned bene- 
fits derived from this preparation. Obviously, even the 
risk of such untoward allergic reactions as might possi- 
bly occur with this drug would not preclude its life- 
saving prophylactic use. That a few such reactions do 
occur has been shown in part 2 of the summary report 
from the Poliomyelitis Vaccine Evaluation Center in its 
Evaluation of 1954 Field Trials of the Poliomyelitis 
Vaccine. 

In the study of reactions following administration of 
the Salk Vaccine, absenteeism following the vaccine in- 
jections was evaluated. This was done in Pittsburgh, 
Pa., Schenectady, N. Y. and New York City. Half of 
the children studied received the Salk vaccine; the 
other half received placebos. In the Schenectady stud- 
ies, those labeled as allergy caused a total of 66 days of 
absence, 15 in the vaccinated and 5 for those receiving 
the placebo. The following statement in the summary is 
significant: “It was not firmly established that any of 
these allergic conditions were related to the inocula- 
tions since both vaccine and placebo contained small quan- 
tities of penicillin, and the essential difference between 
the products was the absence of poliomyelitis virus and 
kidney protein in the placebo. Some of the skin conditions 
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were defined as urticaria, but did not reappear in those 
given subsequent inoculations with the same material. 
It will be seen that the children who did not receive 
inoculations demonstrated nearly twice as many ab- 
sences proportionately, due to allergic conditions, as 
those receiving vaccine.” It will be noted in this state- 
ment that all of the children, both the vaccinated and 
the placebo group, did receive small amounts of pent- 
callin in their injections. 

In their total of 29 reports embracing 209,211 vacci- 
nated children and 209,806 placebo-treated children, 
allergic reactions were 0.4 per cent for minor reactions 
in each of the two series and 0.004 per cent of major 
allergic reactions in the vaccinated as against 0.006 per 
cent major reactions in the placebo controls. Here 
again, | emphasize that small amounts of penicillin 
present in the placebo might well have influenced the 
allergic reaction rate. In a personal communication, 
Dr. R. Seibert, epidemiologist, U.S. Public Health Serv- 
ice, states: “I might add that though not more than 
200 units of penicillin per ml. are initially added in 
cultivation of poliomyelitis virus, the penicillin content 
is reduced to about 20 to 30 units per ml. during the 
filtration and inactivation process.” 

In a paper entitled ‘Considerations of Special In- 
terest to the Allergist on the Composition and Produc- 
tion of Poliomyelitis Vaccine,” Bierly pointed out that, 
in addition to minute fractions of kidney protein, horse 
serum in | part to 5,000,000 parts is also present in each 
cubic centimeter of Salk vaccine. Very minute amounts 
of streptomycin, Neomycin and formaldehyde, as well 
as phenol, are also present. Furthermore, polymyxin B 
and dihydrostreptomycin are now being used by some 
manufacturers. He noted that the final amount of peni- 
cillin present in each cubic centimeter of the Salk vac- 
cine might actually be as little as 15 units. Bierly further 
states that “the infinitesimal amount of horse serum 
present in the vaccine is unlikely to produce any reac- 
tions even in the persons already hypersensitive. There 
has been some question because of the use of the Rhesus 
monkey tissue of the possibility of sensitization to the 
recipient of Rh antigens. However, studies carried out 
by Milzer and Frisch show that there is no kidney dam- 
age or Rh sensitization.” Bierly also states, ““Neverthe- 
less, it must be remembered that anaphylactic reactions 
have been reported following injection of extremely 
small doses.”” Mayer and coworkers, as well as Coleman 
and Siegel, have also reported reactions to extremely 
small doses. 

In Bierly’s studies involving 939 individuals who re- 
ceived 2,350 injections, only two reactions were ob- 
served that could be considered allergic. Both of these 
consisted of generalized, nonurticarial rashes which ap- 
peared on the fourth to sixth day following injection of 
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the first dose and disappeared in 24 hours. In his con- 
clusions, Bierly states: ‘‘Allergic reactions following 
administration of poliomyelitis vaccine prepared and 
tested as described are to be expected in a.very small 
percentage of cases. All available data so far indicate 
that the allergic reaction rate compares favorably with 
that of other refined biological products. Only con- 
tinued widespread use will determine the potential al- 
lergenicity of the vaccine with regard to both primary 
sensitization and causation of reactions in those al- 
ready hypersensitive to one or more of the ingredients.” 

Siegel, in his report, “The Penicillin Content of 
Poliomyelitis Vaccine and its Administration to Allergic 
Patients,” used 16 allergic adult patients and 63 control 
adult subjects for his studies. He concluded that “intra- 
cutaneous tests and trial subcutaneous injections of the 
undiluted vaccine did not demonstrate evidence of cross 
sensitivity. The penicillin content of the Salk vaccine is 
negligible and should offer no hazard either to persons 
allergic to penicillin or as a source of newly acquired 
penicillin sensitization.” 

In the bulletin “New Information for Physicians on 
the Salk Poliomyelitis Vaccine,” Report No. 2, Jan. ‘56, 
the question is asked: ‘What is the possibility of sen- 
sitization to penicillin and streptomycin from repeated 
injections of polio vaccine?” The question is then 
answered as follows: “The fact is that such reactions 
have not been reported.” 

In view of the above reports, the worry over allergic 














to the principal of the schoo! at once) 





Name of Child 


——a. Running nose. 
——b. Blocking of nose or sneezing. 
——¢. Itching of the eyes. 
— 2. Urticaria (hives) or other skin rash. 
—— 3. Redness or swelling at site of injection or sore arm. 
— 4. Fever or chills. 
—— 5. Nausea or vomiting. 
— 6. Weakness. 
—_— 7. Faintness. 
—— 8. Loss of appetite. 
— 9. Any other unusual changes. 
—— 10. Unusvally sore arm. 





Signature of Parent 





(Please check any reaction listed your child might have had and return 


—— 1. Cough or head cold within 24 hours after injection with 
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FIELD TRIAL GROUPS 








Total Number Receiving 
Ist Salk Vaccine Injections—1686 





Total Number Receiving 
2nd Salk Vaccine Injections—1294 




















REACTIONS Male Female Totals Male Female Totals 
Urticaria (hives or rash) 22 10 32 ll 13 24 
Cough or wheezing 8 13 21 5 8 13 
Running nose or blocked nose 65 51 116 41 28 69 
Itching eyes 13 15 28 8 9 7 
Fever or chills 12 15 27 6 9 15 
Nausea or vomiting 6 10 16 3 2 5 
Weakness 10 3 13 4 5 9 
Loss of appetite 7 10 17 4 2 6 
Unusually sore arm or redness and swell- 

ing at site of injection 14 10 24 8 10 18 
Other unusual symptoms 

Stiff neck 1 2 3 1 1 2 

Headache 2 1 3 3 5 

Sore legs and arms 3 1 4 2 1 3 
TOTALS 163 141 304 96 90 186 

Table 1. 


reactions to the Salk vaccine should be minimal. How- 
ever, a number of excellent allergists have expressed 
concern as to possible sensitization to penicillin and 
reactions from penicillin in the Salk vaccine as well as 
to the kidney protein and other antigenic fractions in 
the vaccine. Feinberg stated: ‘Systemic reactions have 
been produced with the intradermal injection of a few 
units. In my office, a scratch test resulted in a systemic 
reaction.” He also reported the possibility of primary 
sensitization to 0.003 units of penicillin per cc., and 
stated: ‘The amount of penicillin in the poliomyelitis 
vaccine is small, but, judging by its activity as deter- 
mined by us in tests of passively sensitized skin, it is 
sufficient to produce reactions in highly sensitive per- 
sons. 

“However, there do not seem to be reports of 
severe anaphylactic reactions following injection of the 
vaccine in the mass immunization programs. These 
programs have not been carried out on adults, who are 
probably a more sensitive group.” 

Siegel has shown that a fraction of a unit can produce 
a positive reaction of a passive transfer. Crump pointed 
out that 0.01 to 0.02 cc. of the Salk vaccine produced 
mild local reactions in 50 per cent and severe reactions 
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in 75 per cent of a series of cases, and he suggested that 
all known allergic children be skin tested with the Salk 
vaccine prior to inoculation. 

Weiner, ina personal communication, reported severe 
reactions in two cases of known allergic children from 
fractional doses of the vaccine. 

In a local survey, during the first spring and fall trial 
inoculations, 1,686 children received the first injections 
in the school clinics and 1,294 received the second 
inoculations. These were given by local volunteer phy- 
sicians with the cooperation of the Kenosha Health 
Department. 

In my private series of 370 inoculations, there were 
215 patients who received the first injection and 155, 
the second. A questionnaire was sent home with each 
child receiving the injections at the school clinics (Fig- 
ure 1). Returns were 97 per cent. 

In those patients where even minor reactions were 
said to have occurred, the mother was called and the 
history and details of the “reaction” were obtained and 
carefully evaluated by us and by Dr. Elmer E. Bertolaet 
of the Kenosha Health Department. Where any doubts 
arose, the children were seen. Tables 1 and 2 evaluate 
our results. 
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OFFICE GROUPS 


Total Number Receiving 
Ist Salk Vaccine Injection—215 





Total Number Receiving 
2nd Salk Vaccine Injection—155 








Totals 











REACTIONS Male Female Totals Male Female 
Urticaria (hives) 1 1 2 0 2 2 
Skin Rash 4 2 6 2 2 dq 
Cough or wheezing 1 2 3 1 2 3 
Running nose or blocked nose 1 2 3 2 1 3 
Itching eyes ] 1 2 2 1 3 
Fever or chills 2 4 6 3 1 4 
Nausea or vomiting 4 3 7 1 2 3 
Weakness 2 2 4 1 2 3 
Loss of appetite 2 3 5 1 2 $ 
Unusually sore arm or redness and swell- 

ing at site of injection 3 1 4 1 2 3 
Other unusual symptoms 

Stiff neck 0 0 0 0 0 0 

Headache 5 4 9 3 1 4 

Sore legs and arms 0 0 0 0 0 0 
TOTALS 26 25 51 17 20 37 





Table 2. 


Analysis and Summary 


Careful follow-up and analysis of the 490 reactions in 
the trial clinic group revealed that 304 “reactions” 
occurred following the first Salk vaccine injection in 
1,686 cases and that 186 occurred in the second Salk 
vaccine trial group of 1,294 cases. Interviews with the 
mothers and observation of the children revealed that 
205 of the “cold” group, i.e., those patients with the 
syndrome of cough, nasal dripping or blocking, sneez- 
ing, and fever, belonged to the infectious APC (adenoid, 
pharynx, conjunctival) group of diseases. These were 
probably coincidental to the injections or in children in 
the early stages of infection. This was so in spite of the 
fact that temperatures were taken in children with 
obvious “colds” prior to inoculation. Such children 
were eliminated at the time—as were all patients with 
more than a degree of fever. The 205 children of the 
“cold” group also had other associated symptoms, i.e., 
chills and fever in 29 cases, nausea and vomiting in 14 
cases, faintness or weakness in 13 instances, anorexia in 
21 cases. Eliminating the “cold” group, the sore arm 
group, and the miscellaneous group of transitory muscle 
aches as nonallergic reactions, there were 106 patients 
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who fitted the pattern of true allergic reactions in the 
3,970 children, an incidence of 2.51 per cent. Likewise, 
children with a history of allergy or with a definite 
family background of allergy, were eliminated and 
treated in special clinics or by their own family physician. 

Interviews with the mothers of those children in the 
free trial clinics who gave any type of reaction revealed 
that 309, or 63 per cent, of these patients had received 
penicillin either orally or by injection previous to the 
first Salk inoculation. Of the 86 patients with a definite 
allergic pattern, 12 had received penicillin prior to the 
Salk inoculations. 

In the office group of 370 patients who varied in ages 
from 2 to 26 years (including 8 pregnant females from 
18 to 26 years of age), there was a total of 89 reactions 
in 34 patients; several of whom gave multiple symp- 
toms. Of this group, 26 had “colds” with rhinitis, 
cough and fever within 72 hours after the injections, 
nine had very sore arms, ten had nausea and vomiting. 
Also, in this group, there were four patients who had 
severe true allergic reactions (with urticaria or angio- 
edema), one of these also had a respiratory infection 
with cough and fever, and two had nasorespiratory 
symptoms, wheezing and conjunctival irritation. The 
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true incidence of allergic reactions in this group was 
1.09 per cent. Among the office group, there were 56 
children under allergic management and another 38 
with a family history of allergy. 

All of the allergic reactors in the office group had had 
penicillin prior to the Salk inoculations. 


Discussion 


It is of interest that, in the large series of treated and 
critical subjects studied by the Evaluation Center, ab- 
senteeism was considered as the primary index for pos- 
sible reactions, and all absentees were checked. The 
margin for error in such an analysis should be obvious. 
Minor allergic reactions could be overlooked if children 
attended school and if parents failed to report such 
mild reactions. Inaddition, allchildren, even the placebo 
group, received minimal amounts of penicillin in their 
injections. Reactions occurring in either group might 
then well have been due to the minimal amounts of that 
antibiotic. Indeed, since reactions were about equal in 
both the control and the placebo group—even if sta- 
tistics are based on absenteeism—is it not very possible 
that these reactions in the vaccinated group were due to 
the penicillin or to the other antigenic fractions present 
in the Salk vaccine? 

Because of the proved value of the Salk vaccine in the 
prophylaxis of poliomyelitis, allergic children should 
not be denied such protection even at the risk of reac- 
tions. However, by reducing the amounts of vaccine 
given—that is, by giving fractional doses of the vaccine 
at more frequent intervals—such reactions could be 
modified, reduced or halted altogether. Consequently, 
we reduced each dose of the Salk vaccine to 0.1 to 0.25 


cc. with four-day to seven-day intervals—without skin 
testing except in known ultrasensitive cases. 

In the manner of Simons and others who used small 
amounts of antihistaminics along with their penicillin 
injections, we added 0.25 to 0.5 cc. of injectable anti- 
histamine in the same syringe with the Salk vaccine for 
all children who were known allergics, who had allergy 
histories or allergic backgrounds. Although several ex- 
cellent workers, especially Sheldon et al., believe that 
the inclusion of antihistaminics does not reduce de- 
layed reactions to penicillin, our previous experience 
has been similar to that of Simon et al. We have now 
followed several thousand penicillin-treated patients 
who have received antihistaminics along with their 
antibiotic injections, with a definite decrease in the 
number of allergic reactions. The rate of 1.09 per cent 
allergic reactions in our present control series as com- 
pared to the reaction rate in the carefully controlled 
trial clinic series does suggest that reactions can be re- 
duced by the addition of small amounts of antihista- 
minics to the Salk vaccine, the careful screening of 
allergics prior to the administration of the Salk vaccine, 
and the giving of fractional doses. Since the antigenic 
tissue fractions were in such minute amounts as com- 
pared to the amount of penicillin, it seems most likely 
that the reactions which did occur were penicillin reac- 
tions. 

Dr. William H. Lipman gratefully acknowledges the 
cooperation of Dr. Elmer E. Bertolaet, director of the 
Kenosha Health Department, and his staff, as well as 
the Kenosha school officials, who assisted in gathering 
the questionnaire data. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 





So Help Me, Hippocrates 


Resotvep, that I, Dr. 


will attend 





the 1957 Scientific Assembly of the American Academy of General 
Practice in St. Louis, Mo., March 25-28, and that with these 
words I will INSTANTLY take steps to implement this resolution, as 


follows: 


1. Make appropriate marks on calendar. 
2. Instruct secretary to obtain hotel and transportation reser- 


vations. 


3. Instruct secretary to assist me in impressing all patients 
with the fact that their welfare and mine depend upon my 
being in St. Louis, Mo., in March, 1957. 

4. Arrange for substitute in practice. 
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BASIC SCIENCE REVIEW 


Porphyrins 


JOHN C. ROSE, M.D. 
Associate Editor, GP 


PoRPHYRINS are complex compounds that derive their 
name from the Greek porphura, meaning purple. They 
are normally present in essential pigments—hemo- 
globin, cytochromes—and, as a matter of fact, small 
amounts have been found in every type of body tissue 
studied. Porphyria is a rare congenital disease of por- 
phyrin metabolism. However, less striking derange- 
ments of porphyrin metabolism occur in many common 
diseases. 


Structure and Metabolism 


Many small units (glycine, acetate) contribute to the 
complex structure of porphyrins—four pyrrole rings 
united by four methene “bridges” (Figure 1). This 
complex permits the construction of four basic iso- 
mers. However, the naturally occurring porphyrins are 
all Type I and Type III isomers. The most widely 
studied porphyrins are protoporphyrin, coproporphyrin 
and uroporphyrin—differing from each other only by 
their side-chains. 

Uroporphyrin is probably formed first, mainly Type 
III. Alteration of side chains leads to the formation of 
coproporphyrins I and III. All the coproporphyrin I 
that is formed is excreted in the urine and feces. Most 
of the coproporphyrin III is converted to protopor- 
phyrin III—the porphyrin of greatest importance. It is 
this compound that combines with an atom of iron to 
form heme. Four molecules of heme combine with glo- 
bin to form hemoglobin. Heme also combines with 
various other proteins to form essential substances— 
myoglobin, catalases, peroxidases. 

Thus, Type III porphyrins normally are utilized al- 
most completely, and Type I porphyrins hardly at all. 
This accounts for the fact that normally, the excretion 
of coproporphyrin I in the urine and feces exceeds that 
of Type III. The daily excretion of coproporphyrin is 
about 0.1 to 0.3 mg. in the urine, and 0.3 to 1.0 mg. 
in the feces. About 60 to 90 per cent of this is Type I. 
Normally, negligible amounts of uroporphyrin are 
found in urine and feces. The daily excretion of proto- 
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porphyrin III is about 0.05 mg. in the urine and 0.2 
mg. in the feces. Fecal porphyrins are excreted via the 
bile. 

When hemoglobin is liberated from disintegrated 
red blood cells, the protoporphyrin component is trans- 
formed into bile pigment. No free porphyrin occurs in 
this process and thus no porphyrin is excreted. 


Porphyrins in the Urine 


Porphyrinuria means the presence of porphyrins in 
the urine in amounts exceeding the normal. The rea- 
sons for excessive urinary excretion of certain porphy- 
rins become apparent when normal porphyrin metabol- 
ism has been outlined. For example, when the excretory 
function of the liver is impaired, the large amount of 
coproporphyrin I normally excreted in the feces is 
diverted to the urine. Thus, this porphyrin is found in 
the urine in excessive amounts in both primary liver 
disease and extrahepatic obstruction. 

When erythropoiesis is increased, and consequently 
heme synthesis is accelerated, excessive amounts of 
coproporphyrin I are excreted. This phenomenon is 
observed in hemolytic anemias, pernicious anemia and 
leukemia. 

When toxic agents interfere with the formation of 
heme, coproporphyrin III is excreted in excess. Lead, 









































Figure 1. Diagram of the basic porphyrin structure. 

















Porphobilinogen Urobilinogen 

















Figure 2. The Watson-Schwartz test. The red color produced when 
Ehrlich’s reagent and sodium acetate are added to the urine will 
not be extracted by chloroform if it is due to porphobilinogen. 


arsenic, barbiturates, alcohol, sulfonamides and other 
substances may be responsible. Lead poisoning pro- 
duces strikingly high urinary coproporphyrin III levels, 
and this has provided a useful clinical test. 


Porphyria 


Several clinical syndromes result from this inborn 
error of metabolism. Erythropoietic porphyria is present 


from infancy, and is characterized by great skin sensi- 
tivity to light, red discoloration of teeth and bones, 
splenomegaly and hemolytic anemia. Fresh urine is red 
and contains uroporphyrin I and coproporphyrin I, 
The porphyrin content of the bone marrow is greatly 
increased, 

Hepatic porphyria or acute intermittent porphyria is 
first manifest in young adulthood. There is frequently 
abdominal colic, paralyses, psychic disturbances, some- 
times hypertension. The urine may darken on stand- 
ing, and contains uroporphyrins I and III and copro- 
porphyrin III. 

Liver function is usually abnormal, and the liver 
tissue porphyrins are increased. This is the only con- 
dition in which porphobilinogen, a porphyrin precursor, 
is found in the urine. Its presence may be demon- 
strated by the Watson-Schwartz test. 

In addition to these clinical entities, forms of por- 
phyria occur which are chronic, latent or mixed, com- 
bining some features of both the erythropoietic and 
hepatic types. Cutanea tarda is a chronic hepatic form 
characterized by skin pigmentation and bullae, with 
sometimes severe liver disease. 


Watson-Schwartz Test 


Like urobilinogen and indole, porphobilinogen lends 
a brilliant red color to the urine when sodium acetate 
and Ehrlich’s reagent are added to the urine. However, 
urobilinogen and indole are soluble in chloroform. If 
chloroform is added, and the red color does not mix 
with it after vigorous shaking but remains on top, then 
the test is positive for porphobilinogen (Figure 2). 

Porphyrins themselves may be detected by simply 
acidifying the urine and exposing it to air and sunlight. 
A deep pigmentation may occur. This should be com- 
pared with a control sample kept in darkness. In addi- 
tion, porphyrins may cause fluorescence when the urine 
is examined under ultraviolet light. Spectroscopic ex- 
amination permits identification of porphyrins except 
for isomeric type (whether I or III). 

Aside from clinical interest in porphyrins, their 
study is increasing our understanding of physiologic 
chemistry. The far-reaching importance of porphyrins 
is implied by the fact that plants too, depend on a 
porphyrin complex—chlorophyll—for an essential life 
process. 





Erratum: The answer to question No. 12 on the GP Quiz 


(3) GP November, page 90. 


(January, p. 122) is incorrect. The correct answer is: 
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A general physical examination is incomplete 


without digital rectal and proctoscopic examinations. 
These suffice for diagnosis of 90 per cent of all rectal disorders. 


For hemorrhoids, abscess, fistula, fissure and pruritus, 


some part or sometimes all of the treatment can be accomplished 
without sending the patient into a hosjital. 


Proctoscopy and Proctologic Office Procedures 


WALTER A. 


FANSLER, M.D. 


Clinical Professor of Surgery and Head of the Department of Proctology 


University of Minnesota 


Minneapolis, Minnesota 


Every PATIENT who has symptoms suggesting colon or 
rectal disease as well as every patient having a general 
physical examination should have digital and procto- 
scopic examination. If the necessary equipment is 
readily available, the examination requires only a few 
minutes, and even the busiest practitioner can find 
time for this important investigation. Visualization is 
all that is necessary to diagnose 90 per cent of the 
lesions occurring in the rectum. 

X-ray examination of the rectum is notoriously un- 
reliable, it is time-consuming and expensive. Above 
and only above the limit of proctoscopic visualization 
should x-ray be used as a method of diagnosis, and 
under no circumstances should x-ray studies be done 
without a preceding proctoscopic examination. If a 
colon lesion is suspected, x-ray examination should be 
done following a barium enema, never following barium 
taken orally. Orally ingested barium will seldom reveal 
anything other than gross lesions, and if obstruction be 
present, the retained barium offers an embarrassing 
complication during subsequent surgery. A barium 
enema, either regular or with air inflation, must be 
preceded by a thorough cleansing of the bowel. Stool 
fragments are indistinguishable from polyps or other 
tumors and may obscure other pathologic entities. 

While proctoscopic examination should always be 
included in a complete routine physical examination, 
there are certain specific symptoms that call for procto- 
scopic investigation regardless of a routine physical 
examination. The first and most important is the pas- 
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sage of blood. Second is the passage of pus, mucus 
or other abnormal secretions, lower abdominal cramps, 
pain or protrusion. To these might be added unex- 
plained diarrhea or increasing constipation. 


Techniques of Examination 


Digital examination, or at least attempted digital 
examination, should precede any attempt at procto- 
scopic examination. If the index finger cannot be 
passed through the anal canal without undue pain, 
neither can a satisfactory proctoscopic examination be 
done without anesthesia. The application of a small 
amount of 4 per cent cocaine in a water soluble jelly 
in the anal canal will often produce a marked degree of 
superficial anesthesia, so that a digital examination can 
be done where without the anesthetic agent it would be 
impossible. 

If the finger can be inserted, it should be swept 
around the circumference of the bowel for the detec- 
tion of masses, tender or indurated areas or obstruction. 

The pararectal tissues should be palpated between 
the tip of the index finger and thumb for any 
masses. 

Some physicians prefer cleansing enemas of tap 
water before proctoscopic examination, and this may 
be necessary where facilities are not available for 
enemas to be given in the physician’s office. It has been 
my experience that at least 75 per cent of patients can 
be satisfactorily proctoscoped without enemas, and I 


101 














feel that while enemas are sometimes necessary, they 
may wash out evidence of pathologic conditions higher 
in the bowel. For this reason my patients are first proc- 
toscoped without preliminary enemas. 

Proctoscopic examination is not a difficult nor 
dangerous procedure, but a few important precautions 
should be observed. A diseased and friable bowel or 
even a normal bowel is rather easily ruptured by undue 
force. After the proctoscope is inserted it should never 
be advanced except with the obturator withdrawn and 
under direct visualization. Never use undue force or 
overinflation with air. If the physician will be guided 
by the pain reaction of the patient, he is not likely to 
get into trouble. 

After the proctoscope has passed through the anal 
sphincter, there is only one point that may be painful 
in a normal individual. This is the lower sigmoid. Pain 
on examination in this region is usually caused by an 
angulation of the bowel, a fixed, nonmobile sigmoid or 
some extrinsic condition, inflammatory or otherwise. 
If severe pain is elicited, attempts to complete the ex- 
amination should be abandoned and the patient ad- 
vised that more complete anesthesia is necessary—a 
suggestion which the patient usually accepts with 
great enthusiasm. 

The physician should be especially careful not to 
use force in proctoscoping a patient under anesthesia. 
The patient being asleep does not complain of pain, 
and the bowel may be ruptured without any immediate 
symptoms on the part of the patient. Inability to ad- 
vance the proctoscope 25 cm. on every patient is no 
sign of ineptness. No physician, regardless of his skill 
and experience, can accomplish this feat, and it does 
not detract from the value of proctoscopic examination. 


Hemorrhoids 


Hemorrhoids should be divided into external, anal 
or internal or a combination of the three. Any hemor- 
rhoid whose covering is squamous epithelium is either 
anal or external. Conversely, any hemorrhoid covered 
by moist columnar epithelium is an internal hemor- 
rhoid. External or anal hemorrhoids can only be 
treated surgically. They should never be treated by 
injection. 

The usual cause for a patient to consult a physician 
for external hemorrhoids is the presence of thrombosis. 
The treatment of an external thrombosis should de- 
pend upon its size, whether or not it is bleeding and to 
a certain extent the wishes or convenience of the 
patient. Small hemorrhoids, a centimer in size or less, 
are adequately treated by sitz baths, the maintenance 
of soft stools and the local application of an ointment. 
If the skin over the hemorrhoid has necrosed and the 
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hemorrhoid is bleeding, excision is preferable. If the 
hemorrhoid is two or more centimeters in diameter, 
surgery is usually advisable. Even hemorrhoids of this 
size or larger, if the skin over the thrombi is intact, will 
eventually absorb but leave a skin tag as a souvenir of 
their former presence. 

In many instances, in addition to the thrombosis, 
the patient has other good-sized hemorrhoids, both 
internal and external. Under such circumstances, 
many patients upon being told that other similar at- 
tacks are likely to occur, prefer to be hospitalized and 
have a complete hemorrhoidectomy. 

If it is decided to simply care for the thrombosed 
hemorrhoid, the operation should be that of excision— 
never simple incision. Multiple clots are usually pres- 
ent which incision does not relieve. Even if all clots are 
evacuated by incision, the wound frequently seals over 
and by the next day a clot has formed which is as large 
as or larger than the original. 

Excision is simple. The tissue underneath the hem- 
orrhoid should be well infiltrated with 1 per cent 
procaine, with or without ephedrine. An elliptical 
area of skin overlying the clot is excised and all of the 
clots removed. The ellipse of skin should be of proper 
size so that when the margins of the incised area are 
approximated, the skin surface will be smooth and 
there is no bulging or tag. The wound should be closed 
with a few interrupted triple-0 plain catgut sutures. 

If there is a tendency for an internal hemorrhoid 
which may lie above the external hemorrhoid to pro- 
lapse, it should be injected with 4 to 5 cc. of 5 per cent 
phenol in cottonseed oil. This injection will cause the 
internal hemorrhoid to draw up snugly within the 
rectum. If it is not injected, there may be a tendency 
to prolapse. 

We have not found the injection of oily anesthetics 
for postoperative pain either necessary or desirable. A 
grain of codeine following surgery is usually all that is 
necessary for pain, and injection with any oily anesthet- 
ic produces induration, delays healing and occasion- 
ally may cause a slough or abscess. 

Some internal hemorrhoids may be treated success- 
fully by injection. Internal hemorrhoids are identified 
by their covering of mucous membrane which is soft, 
moist and pinkish. To be amenable to injection 
therapy, an internal hemorrhoid should not be con- 
stantly prolapsed and should remain internal after 
injection. Since most patients have both internal and 
external hemorrhoids, the injection treatment should 
usually be suggested as a palliative measure, and a 
surgical hemorrhoidectomy recommended for com- 
plete and permanent cure. In aged, chronically ill or 
debilitated patients injection may be the method of 
choice. 


GP Volume XV, Number 2 








A variety of solutions have been used for injection. 
The purpose of any injection is to produce fibrosis and 
shrinkage. There are two solutions which will serve all 
purposes. They are: 5 per cent phenol in cottonseed 
oil and Morley’s solution, which is 20 per cent phenol 
in equal parts of glycerin and water. The former solu- 
tion is used in larger, more redundant hemorrhoids 
and where there is considerable redundancy of the 
mucosa. From 3 to 10 cc. of this solution is injected 
submucosally at the upper pole of each hemorrhoid 
(Figure 1). One hemorrhoid is injected at weekly 
intervals and the injections repeated if needed. Mor- 
ley’s solution is used in the more vascular type of 
hemorrhoids but in much smaller amounts—4 to 8 
minims per injection. The injection is made deep into 
the substance of the hemorrhoid at weekly intervals 
(Figure 2). 

The important point in all injections is not to repeat 
the injection in a previously injected area until all 
induration from the previous injection has disap- 
peared. If this rule is not followed, abscess, slough and 
secondary hemorrhage may result. These complica- 
tions may also follow the injection of too much solu- 
tion or where the solutions are injected too superfi- 
cially. 


Abscess 


Ninety per cent of the abscesses seen near the anal 
region represent the second stage of fistula formation. 
Careful palpation will usually show an area of indura- 
tion extending from the abscess to the anal canal or 
rectum. Occasionally, inspection with the anoscope 
will reveal a tiny internal opening which will be exud- 
ing a drop of pus, or careful probing’ may reveal a 
crypt as a site of origin. 

In some cases, it is impossible to determine on first 
examination whether the abscess is simply a local 
superficial infection or represents a fistulous forma- 
tion. In either event early incision is the safest form of 
treatment and is imperative in the case of fistulous 
abscesses. Antibiotics as a method of permanent cure 
have no value and are often harmful inasmuch as in- 
cision may be postponed during their administration. 
Abscesses should be opened immediately. 

If the patient can be hospitalized, the drainage of 
the abscess and the completion of the operation for 
fistula can often be accomplished at one sitting (Figure 
3). If hospitalization must be postponed the abscess 
should be drained without delay in the doctor’s office. 
This can be done by infiltrating the skin over the ab- 
scess with 1 per cent procaine or freezing the area with 
ethyl chloride. In this case, the patient must be told 
that further surgery will likely be necessary. Even a 
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Figure 1. Method of injection of large redundant hemorrhoid. 
Solution is introduced submucosally at the upper pole. 





Figure 2. Method of injection in vascular type of hemorrhoid. 
Solution is introduced deeply into the substance of the hemorrhoid. 
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Figure 3. Method of unroofing an abscess. Incision carried down to 
margin of sphincter to lessen length of fistulous tract to be divided 
later. Two positions of abscess shown. 


small incision will relieve the tension and prevent 
spreading of the abscess until a more radical procedure 
is possible. Procrastination in draining an abscess only 
allows it to become more extensive and results in a 
larger, more extensive fistula. 


Fistula-in-ano 


The treatment of fistula-in-ano is not an office pro- 
cedure except in the case of very short superficial tracts 
which may be incised under local anesthesia. It is im- 
portant to attempt to determine the cause and source 
of a fistula, since occasionally they arise high in the 
rectum or even from the pelvis (as from a peridiver- 
ticular abscess). If major surgery is involved it is well 
to know in advance. 

Not infrequently the diagnosis can be made by bi- 
finger examination. If the index finger is inserted into 
the rectum and the suspected area is palpated between 
the tip of the finger and thumb, it is usually possible to 
tell whether the condition is simply adjacent to the 
rectum or extends to some more distant point. Not 
infrequently an indurated cord can be felt extending 
from the external opening to the rectum. 

Examining through an anoscope, a crypt hook will 
often locate the internal opening, or a probe may be 
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Figure 4. Simple anal fissure (without sentinel pile or submucous 
sinus) extending from a crypt. 


passed through the tract from the external opening. 
If not, if dye is injected into the external opening it will 
often appear in the internal orifice. This does not al- 
ways occur even though there is a complete tract. 


Fissure-in-ano 


This is one of the most painful conditions of the 
anorectal region. The history is that of recurrent or 
constant pain aggravated by bowel movement—more 
so by formed stools. It is important to differentiate 
between a simple abrasion in the anal canal and a true 
fissure or anal ulcer (Figure 4). The former will heal if 
the stools are kept soft, a mild anesthetic ointment 
applied and hot sitz baths given for the relief of pain. 
Local application of 1 per cent silver nitrate may be of 
some value, but strong solutions are painful and are 
contraindicated. 

A true fissure or anal ulcer usually has a hypertro- 
phied skin tag at its terminal margin—the so-called 
sentinel pile (Figure 5). Most patients with true fissure 
have an anal contracture or stenosis. If upon examina- 
tion the anal canal is found to be contracted to the size 
of the index finger, medical treatment is not likely to 
produce a permanent cure. The fissure may heal, but 
the first hard stool will cause it to recur. Where stenosis 
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Figure 5. Anal fissure showing presence of a subanodermal fistula 


cephalad and sentinel pile and short blind sinus caudad. 


is present, operative procedure to enlarge the anal 
canal is necessary for permanent cure, and this should 
be done without delay (Figure 6). 


Pruritus 


Pruritus may result from many causes, but all cases 
present symptoms of local irritation with discharge or 
secretion and inflammatory reaction in the perianal 
skin. More often than not, the condition is a local one 
caused by an irritating bowel secretion plus mechani- 
cal trauma and secondary infection. A fissure, a pro- 
lapsed internal hemorrhoid, a fistulous tract or vaginal 
discharge may be an underlying cause. Occasionally 
some systemic disease such as diabetes, an allergy or 
some general skin condition may be a general, con- 
tributing factor which renders the cure of the \local 
condition more difficult. Injudicious local medication 
will often aggravate rather than help the condition. 
Recently many cases of pruritus have been seen follow- 
ing oral antibiotics. 

The cases that offer the best chance of permanent 
cure are those of an acute nature. Those with a long 
history or with recurring attacks and those that do 
not present some definite local cause are usually more 
difficult. These cases often resolve themselves into a 
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Figure 6. Excision of fissure in ano. Diagram of wound at com- 
pletion of adequate operation. 


question of relief of the immediate condition and the 
management of recurrent attacks. It has been my ex- 
perience that every patient can be greatly benefited or 
entirely relieved by treatment if the patient will co- 
operate. In many instances where the condition recurs, 
it is because the patient has failed to adhere to the 
physician’s directions—a fact the majority of patients 
will frankly admit. Some patients in order to be com- 
fortable will find it necessary to pursue some form of 
treatment indefinitely. 

There are four considerations to be taken into ac- 
count in caring for a patient with anal pruritus: 

1. The evaluation and elimination of any general or 
systemic factors. 

2. The elimination of any ingestive irritant from the 
digestive tract. 

3. The local removal of any irritative material from 
the rectum. 

4. The treatment of the perianal skin. 

The principles of the first two approaches should be 
immediately applied to all cases. Any allergy or 
systemic condition that might aggravate the pruritus 
must be treated. Any case of pruritus is aggravated by 
the passage of irritating material over the involved 
area. Such material may be a chemical irritant, such as 
occurs in diarrhea or after excessive ingestion of citrus 
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fruits or juices. Nuts, popcorn and similar foods pro- 
duce irritation mechanically. Condiments and strong 
alcoholic beverages produce irritation through their 
inherent irritative properties. Any of these in turn 
produces an excess of mucus which in itself is irritat- 
ing to the perianal skin. The removal of such irritative 
substances becomes a matter of prime importance in 
the relief of the pruritus. 

Removal of irritative substances is best done by a 
rectal irrigation of a mild astringent solution such as a 
pint of 1:5,000 potassium permanganate; or tannic 
acid solution, a teaspoonful to a pint of plain water. 
The irrigation should follow bowel movement and 
again at bedtime. The injection should be done frac- 
tionally—four ounces at a time—the solution being 
expelled after each injection. This removes any irrita- 
tive material that could seep down over the perianal 
skin. As the pruritus improves, the intervals between 
injections are lengthened. Occasionally daily local 
applications of 2 per cent aqueous gentian violet are 
of some value. 

Treatment of the perianal skin depends upon wheth- 
er the condition is acute or chronic. The acute cases 
present an acute dermatitis with the skin red, swollen, 
edematous and excoriated. In such instances, the local 
treatment should be exceedingly mild. Strong medica- 
tions often make the condition worse rather than bet- 
ter. If possible the patient should be more or less con- 
fined to bed with continuous moist packs. Burow’s 
solution (1:20), potassium permanganate solution 
(1:3,000), tannic acid (one teaspoonful to a pint of 
water) or similar mild solutions are of value. As the 
acute condition subsides, more stimulating medica- 
ments may be used, and the principles for treatment 
of the more chronic forms of the condition applied. 





The elimination of irritative ingestants should con- 
tinue indefinitely. Irrigations should be continued 
until all symptoms have disappeared. No soap should 
be used on the area, and cleansing should be done by 
gentle washing with cotton and water, or by spra ying. 
If cotton is not available, very wet toilet tissue may be 
substituted. Final cleansing should be done with witch 
hazel or, more conveniently, a Tuck (a disposable out- 
ing flannel pad saturated with witch hazel and glycer- 
in). The area is then very carefully blotted dry. Never 
rub. 

A local application is now applied. Most ambulant 
patients do better on a clear, drying solution that does 
not leave a residue to crust and irritate. Ointments are 
sometimes of value, but for prolonged use, they are 
rather messy and distasteful to the patient. No applica- 
tion is universally satisfactory, but for prolonged use 
after the acute inflammation has subsided, an alcoholic 
antipruritic, antifungicidal solution has been most 
satisfactory. Such a solution will produce transient 
stinging if abrasions are present, but only a sensation 
of mild warmth in the more chronic cases. A formula 
that I have found effective in a large percentage of 
cases is 1 per cent camphor, | per cent salicylic acid 
in 95 per cent ethyl alcohol (Coprane solution). 

There is no assurance that, under certain conditions, 
pruritus may not recur, but there are few cases in 
which continued cooperation by the patient will not 
give complete or at least satisfactory relief. The patient 
who comes to the doctor’s office demanding immediate 
cure by the use of some ointment or the laying on of 
hands, with or without incantations, is doomed to 
disappointment. If, however, the patient is willing to 
make a reasonable effort on his part, he can expect 
gratifying relief if not actual cure. 





lron Requirements 


NUTRITIONAL FACTORS are of major importance in the production or prevention of iron de- 


ficiency. Under some circumstances, when the intake is greatly increased, they can be re- 
sponsible for iron overload. Healthy persons probably maintain a positive iron balance by a 
narrower margin than was formerly believed. Approximately 5 to 10% of the iron in food 
seems to be assimilated by normal adults; daily retention on a diet containing 12 to 15 mg. of 
iron, therefore, can be estimated to be about 0.6 to 1.5 mg. The amount of iron lost from 
the body each day in all ways except as blood seems to be between 0.5 and 1 mg. The re- 
quirements needed additionally by children and young women for growth and to compen- 
sate for menstrual flow place them in a precarious state of iron balance; poor diet or poor 
absorption can readily lead to the production of hypochromic anemia. In adult men or 
postmenopausal women, nutritional factors appear to be of less importance in the patho- 
genesis of iron deficiency. If purely nutritional iron deficiency ever occurs in these persons, 
many years would be required for its production. It is more likely that occult, intermittent 
bleeding, often difficult to detect, must also be present, along with inadequate diet or 
malabsorption, before severe degrees of iron deficiency develop.—Cart V. Moore, M.b. and 
Reusenia Dusacu, PH.D., JAMA, 162: 197, 1956. 
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Residual Lesions 
of Coccidioidomycosis 


SOL KATZ, M.D. 
Associate Editor, GP 


CoccIDIOIDOMYCOSIs is an acute and chronic pulmonary 
as well as systemic disease caused by the fungus, Coc- 
cidioides immitis. Acute pulmonary coccidioidomycosis 
develops among those living in the San Joaquin Valley 
in California and in the desert Southwest or in those 
who have recently been in those areas. However, resid- 
ual chronic pulmonary lesions are seen throughout the 
United States among those who have been in the en- 
demic areas in the distant past even though obvious 
acute disease was not recognized or was mislabeled 
grippe, influenza, virus pneumonia or nonspecific res- 
piratory infection. Because the residual lesions may be 
mistaken for more serious disorders, it is important for 
physicians everywhere to become familiar with this 
disease. 

Inhalation of dust containing chlamydospores initi- 
ates the acute pulmonary process. When the defense 
mechanism is good, focalization or localization occurs 
within the lungs and regional lymph nodes. When 
resistance is poor, and especially in non-Caucasians, 
primary infection progresses to lymphohematogenous 
dissemination with involvement of almost any organ in 
the body except for the gastrointestinal tract. 

There may be no symptoms, those of a mild respira- 
tory infection or severe manifestations of systemic in- 
fection accompanied by chills, high fever, malaise, 
arthralgia, chest pain, anorexia, night sweats and weight 
loss. Erythema nodosum may be associated with pri- 
mary infection. 

Primary coccidioidomycosis may appear roentgeno- 
graphically as a pneumonitis with one or several areas 
of increased density with indistinct borders and often 
associated with enlargement of the regional hilar lymph 
nodes. At times the areas of pneumonitis appear as 
sharply circumscribed nodules from the onset. Pleural 
effusion may be noted occasionally. The pneumonitis 
may be associated with cavitation of short duration. 
Usually complete clearing gradually occurs, or residual 
lesions develop. 

The residual lesions are of two types: solid foci and 
pulmonary cavities. The solid circumscribed nodule, or 
coccidioidoma, may have central necrosis and may pro- 
ceed to calcification, or the necrosis may progress to 
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Figure 1 (above left). Large nodule with smaller satellite nodules 
representing residual solid foci (coccidioidomas) of primary 
coccidioidomycosis. 


Figure 2 (above, right). Thin-walled cavity in left upper lobe, 
representing residual cavitation of primary coccidioidomycosis. 
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Figure 3. Parasitic phase of Coccidioides immitis from cavity shown 
in Figure 2, revealing a spherule containing many endospores. 


liquefaction and excavation with the development of a 
thick-walled abscess. Partial bronchial obstruction of 
the draining bronchus may ensue, with the formation 
of a tension or balloon cavity which is characteristically 
thin-walled with very little pericavitary reaction. In 
contrast to the evanescent cavitation associated with 
primary pneumonitis, these residual cystic cavities may 
persist unchanged for many years or may eventually 
disappear, enlarge, rupture or become secondarily in- 
fected. Recurrent hemoptysis may occur in the pres- 
ence of residual cavitation. 

The nodular or cavitary residual lesions, although 
they often contain the parasitic spherule phase of the 
fungus, do not result in local bronchogenic spread to 
surrounding areas of the lung. 

Coccidioidin skin tests and serologic studies are use- 
ful diagnostic aids. Culture studies although diagnostic 
are hazardous, for in cultures, the saprophytic chlamy- 
dospores can infect laboratory personnel or even sus- 
ceptible individuals in the same general area. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the eighth of twelve 


from Baylor University. 


Treatment of the Ambulatory Patient with Hypertension 


JOHN H. MOYER, M. D. 


Professor of Pharmacology and Medicine, Baylor University College of Medicine 


Houston, Texas 


BoTH THE INTERNIST and the generalist are called upon 
daily to treat patients with hypertension. There are, of 
course, many causes of hypertension such as coarcta- 
tion of the aorta, Cushing’s syndrome, pheochromocy- 
toma, acute and chronic renal disease, and that elusive 
cause which, due to lack of a better understanding, is 
referred to as “essential hypertension.” Cushing’s 
syndrome, pheochromocytoma, and coarctation of the 
aorta are correctible and therefore not within the 
scope of this communication. We will herewith con- 
sider the management of hypertension that cannot be 
treated by specific measures other than reduction in 
blood pressure. Most of these patients must be treated 
as outpatients since, for financial and other reasons, it 
is not feasible to admit them to the hospital for initia- 
tion of therapy. Furthermore, the degree of blood 
pressure elevation in these patients is frequently close- 
ly related to the individuals’ environmental activities. 
Therefore it seems preferable to develop the thera- 
peutic program around the day-to-day factors affecting 
the patient’s life much as the therapist builds the dia- 
betic treatment program around the carbohydrate in- 
take in a patient with diabetes mellitus. 


Pathogenesis of Essential Hypertension 


There is no general agreement regarding the pri- 
mary actor or factors responsible for essential hyper- 
tension. Some investigators have considered the kidney 
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to be the primary etiologic factor in the development 
of this disease. Tigerstedt, in 1898, showed that a heat 
labile saline extract of fresh rabbit kidney was able to 
induce a rise in blood pressure when injected into 
anesthetized rabbits. In 1924, hypertension was in- 
duced in dogs by reducing the total kidney substance, 
provided the damaged kidney was permitted to remain 
in situ. Goldblatt later showed that persistent hyper- 
tension could be induced in the dog by constriction 
of both renal arteries or by constriction of one and 
extirpation of the contralateral kidney. Renin, angio- 
tonin, vasoexcitor material and other substances have 
been suggested as humoral causes of hypertension, but 
definite proof is lacking. 

It is my belief that the common denominator of hy- 
pertensive vascular disease, as observed clinically, lies 
in abnormal function of the autonomic nervous system. 
Thus it is convenient to think of abnormal vasocon- 
strictor impulses traveling over the sympathetic ner- 
vous system from higher centers to the blood vessels as 
being causative in the development of clinical hyper- 
tension, a concept for which there is good pharma- 
cologic evidence. It would therefore seem that the 
blood pressure could be reduced by suppression of 
these vasoconstrictor impulses at their sites of origin 
(central blockade), or by blockade of the vasoconstric- 
tor impulses along their transmission pathway either 
at the ganglion or at the sympathetic nerve ending 
(Figure 1). 


109 











Figure 1. Point of action of the various antihypertensive drugs that 
depress the outflow of vasoconstrictor impulses over the sympathetic 
nervous system to the blood vessels. Rauwolfia, hydralazine and vera- 
trum work centrally by depressing the sympathetic vasoregulatory 
impulses in the brain. Ganglionic-blocking agents, such as mecamy- 
lamine, hexamethonium, chlorisondamine and pentolinium, block 
the sympathetic ganglia. Adrenergic blocking agents such as phen- 
oxybenzamine (Dibenzyline) block the impulses directly at the blood 
vessels. (Courtesy Arc. INT. MED., 98:187, 1956.) 
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Figures 2a and 3 present a diagrammatic concept of 
the various influences in the development of clinical 
hypertension. Hereditary predisposition is certainly 
an important factor, but the onset and the severity of 
the disease will depend largely on many superimposed 
factors. Thus, environmental influences may lead to 
stresses and emotional conflicts that may alter the reac- 
tion to the primary predisposition. In addition, many 
organic factors, such as primary renal diseases, endo- 
crine abnormalities and psychic influences, may alter 
the response. Based largely on pharmacologic evi- 
dence, there is little doubt that the autonomic nervous 
system is the one common denominator in the develop- 
ment of hypertension. It seems quite likely that cir- 
culating humoral agents, endocrine factors and other 
influences produce their effect by alteration of the 
neurogenic responses. As the hypertension becomes 
sufficiently severe and is prolonged for adequate peri- 
ods of time, this in itself produces vascular damage 
with secondary derangement of function in certain 
vital organs, the most important of which are the heart, 
the brain and the kidneys. 


General Measures in Treatment 


PsYCHOTHERAPY 


Patients with hypertension require an understand- 
ing and sympathetic therapist. If the patient is to gain 
maximum benefit from treatment, the therapist should 
have a complete understanding of the disease and 
above all, he should know the pharmacology of the 
drugs he is using so that he can employ them with con- 
fidence and determination rather than fear and trepida- 
tion. At the same time he must understand their limi- 
tations and side reactions so that the welfare of the 
patient is not jeopardized. 

In my experience it is indecision and a feeling of 
futility on the part of the therapist that lead to a “fear 
of the unknown” on the part of the patient. This in- 
creases his anxiety and concern for his future, both of 
which aggravate the hypertension. It is much better to 
approach the patient with a frank and honest appraisal 
of his condition than to foster a state of suspicion and 
confusion which will result when an attitude of se- 
crecy is adopted by the therapist. 

If the patient has mild and labile diastolic hyperten- 
sion without evidence of renal disease, he should be 
apprised of his condition, especially if he is a younger 
individual below the age of 40. He should be informed 
that his prognosis is no worse than that of normoten- 
sive individuals of the same age group, just as long as 
the hypertension does not progress. However, this 
means that for insurance against progression, the pa- 
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tient must be advised to take certain precautions. 
These include regular return visits to his physician 
and steps if possible to eradicate periods of severe 
stress both in his domestic life as well as in his occupa- 
tion. This takes time, thought and effort on the part of 
the therapist. It is not enough to say, “Stop worrying, 
and come back to see me in six months.” Whether the 
therapist be a generalist or an internist, to be success- 
ful in the psychotherapeutic component of the treat- 
ment of this disease, he must first of all be a good and 
patient psychiatrist. 

When the disease is severe enough to require anti- 
hypertensive drugs, the therapist should not hesitate 
to use them, and their use should be approached with 
confidence but due alertness for untoward side effects. 
The instructions for use of the drugs must be clear and 
concise (Figure 4). The patient should be informed 
that with adequate but continued drug therapy there is 
no reason to believe that he cannot be made normo- 
tensive and that he will do as well as any normotensive 
individual of his same age and general physical status. 
The patient should be apprised of possible untoward 
side effects of the drugs as a precautionary measure, 
but this should be done without conveying an attitude 
of fear and apprehension (Figure 4). Otherwise, the 
patient again fears the unknown, develops anxiety and 
loses faith in both the drugs and the therapist. He will 
frequently become frightened and stop taking the 
drugs at the slightest excuse, often seeking out another 
physician. 


Diet 


Obesity is frequently associated with hypertension; 
especially is the obese individual likely to have mild 
hypertension. On the contrary, in our clinics the in- 
cidence of severe hypertension is no greater in obese 
patients than in the thin, asthenic individual. Hern- 
don has noted, “There is no evidence that obesity 
will produce diastolic hypertension (of the severe and 
incapacitating type) or that correction of the obesity 
will abolish it.”? Nevertheless, if weight reduction can 
be undertaken, usually it will be beneficial. Some re- 
duction in blood pressure is frequently observed, and 
loss of weight can be expected to ease the strain on the 
overtaxed cardiovascular system. There is a practical 
aspect to the problem in that weight reduction is 
prescribed, many, many times but is rarely successful 
for sustained periods of time. Dextro-amphetamine 


Figure 2a. Diagrammatic representation of a normal patient with a 
normal outflow of vasoconstrictor impulses over the sympathetic 
nervous system from the brain to the blood vessels. b. The mechanism 
of chemical transmission of nervous impulses over the sympathetic 
nervous system to the blood vessels. 
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HYPERTENSIVE PATIENT 


Figure 3. Patient with severe hypertension showing a marked in- 
crease in vasoconstrictor impulses traveling over the sympathetic ner- 
vous system to the blood vessels or an increased response of the blood 


vessels to the normal outflow of vasoconstrictor impulses. 


(Dexedrine) may make the job of reducing food intake 
a bit easier (Figure 5), and in a study conducted in our 
clinic, there was No evidence that this drug aggra- 


vated the hypertension. 


Tosacco 


Smoking frequently aggravates hypertension since 
nicotine stimulates sympathetic ganglia as well as the 
neurogenic synapses within the central nervous sys- 
tem. Therefore, if the habit can be dispensed with, 
without excessive psychic trauma, it should be done. 
On the other hand, some patients have become so de- 
pendent on the smoking habit that the anxiety and 
psychic effect produced by discontinuing smoking 
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would far outweigh the benefits to be derived there- 
from. Thus, it becomes an individual problem and the 
therapist and the patient together must make the de- 
cision. 


REsT AND SEDATION 


The importance of frequent periods of rest and re- 
laxation cannot be overestimated. Recreational exer- 
cise suited to the age and condition of the patient is 
essential. On the contrary it is just as essential that 
periods of excessive physical and mental fatigue be 
avoided. The exercise program must be individualized 
for the patient. 

Sedative drugs such as phenobarbital, meproba- 
mate, bromides, and the host of other so-called “‘tran- 
quilizers”’ are no substitute for an intelligent, systemat- 
ic and well-planned way of life. Ambulatory patients 
with severe hypertension obtain only slightly more 
blood pressure response to sedatives than to com- 
pletely inert placebos. 


Drug Therapy of Hypertension 


Complications resulting from prolonged hyperten- 
sion can be largely prevented or can be alleviated by 
effective reduction in blood pressure with currently 
available antihypertensive agents. Therefore, blood 
pressure reduction is a rational therapeutic approach 
to this clinical problem. It naturally follows that the 
most notable indication for antihypertensive therapy 
will be a significant elevation in the diastolic blood 
pressure, particularly if there is any evidence of vas- 
cular deterioration. 


Errect OF BLoop PRESSURE REDUCTION ON MORTALITY 


Patients with malignant hypertension give a rigor- 
ous test to any therapeutic approach since the prog- 
nosis of these patients, if untreated, is no better than 
the prognosis of the patient with cancer of the breast, 
stomach or lung! The patient with malignant hyper- 
tension will usually die of cerebral hemorrhage, a 
coronary occlusion, heart failure or progressive renal 
failure. 

Figure 6 presents observations made during 1949 to 
1952 in untreated patients with malignant hyperten- 
sion without severe renal failure (uremia). The two- 
year survival rate was 9 per cent. 

In those patients who were started on treatment at 
the same institution between 1952 and 1953, the sur- 
vival rate after two years was 73 per cent in those pa- 
tients who showed less severe renal damage as indi- 
cated by a normal blood urea nitrogen prior to ther- 
apy. 

However, in 15 patients in whom the blood urea 
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nitrogen was elevated prior to therapy, the survival 
rate was only 60 per cent. In patients who exhibited 
uremic manifestations, the mortality was 100 per cent. 
This indicates that after severe renal damage has oc- 
curred, the prognosis worsens considerably. But even 
though the blood urea nitrogen is elevated, indicating 
renal damage, the prognosis is much improved if these 
patients are treated adequately as long as manifesta- 
tions of uremia are not present. 


Errect OF BLoop PressuRE REDUCTION ON MorsIDITY 


Beneficial results are more difficult to evaluate in pa- 
tients with less severe disease, but they are quite defi- 
nite. Figure 7 summarizes some observations made on 
patients with all grades of severity of hypertension who 
have been followed for the past five years. Some of the 
more common complications associated with the dis- 
ease are statistically recorded. This group of patients 


Tue MEDicINE I have given you is one of the 
best ways of treating high blood pressure, but 





must be taken strictly by instructions. By fol- 
lowing the rules closely you will help to lower 





your blood pressure more quickly and keep it 
lowered. Do not at any time change to larger 
or smaller doses of medication unless you are 





FILE NO 
NAME 
ADDRESS 
CITY AND STATE 
This is your appointment: 
DATE________ DAY. TIME 


told to do so. 
It is not possible to know in advance exactly 
how many tablets will be needed to control 
ae your blood pressure. 





The reason for this is that no two people respond equally. 

During the first three or four weeks of treatment we will be changing the amount of medicine you take in order to 
find the daily number of tablets best suited to your individual need. A dose larger than you need may make you sick 
at your stomach or may make you feel dizzy, light-headed or weak. Too small a dose will not lower the blood pressure 
satisfactorily. It will be our aim to arrive at the proper dose as quickly as possible. You will be asked to return every 
few days so that we can check your pressure and increase or decrease the number of tablets you are to take. Always 
be sure to take your medicine with you wherever you go so that no doses are missed. This is also important on days you visit 
the doctor. 

If you become very nauseated, feel dizzy or develop sudden weakness, you will feel better if you sit or lie down. If 
these symptoms do not clear up, you can get in touch with your doctor at (physician’s telephone number). We will 
then change the dosage if necessary and prevent this complaint from returning. 

Too much weight is likely to keep your blood pressure high. Extra weight should be taken off by proper diet. When 
your weight is normal, you will feel better and will have helped your blood pressure to drop to a lower level. 


A space has been left on the back of this sheet to make it convenient for you to make a list of all the things you 


would like to ask the doctor about or tell him about. 


Take tablet marked 
before after breakfast 
at A.M, 
—____. before after lunch 
=n at P.M. 
—______— before after supper 
= 


as follows: 
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—___ before after supper 
—_____. at bedtime 





as follows: 








Figure 4. 
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Take tablet marked as follows: 
before after breakfast 
at A.M. 
before after lunch 
at P.M. 
before after supper 
at bedtime 
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Figure 5. Weight response to dextro-amphetamine (Dexedrine) in 
patients who were given 10 mg. of the drug one hour before breakfast 
and lunch. No dietary measures were employed. There was a con- 
sistent decrease in weight for the first 12 weeks following which no 
further weight loss occurred. For maximum results a concurrent 
low-calory diet should be employed, although the results of this study 
indicate that dextro-amphetamine 1s of collateral value as an 
anorexigenic agent. 











Figure 6. The effect of treatment on survival rate in patients with 
malignant hypertension. (Courtesy Arcu. Int. Mep., 98:427, 
1956.) 
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had relatively severe disease, since the incidence of 
complications was very high. The observations indi- 
cate that both objective and subjective manifestations 
were greatly improved by antihypertensive therapy ir- 
respective of the therapeutic program employed. 


Errect OF BLoop PRESSURE REDUCTION ON VASCULAR 
DETERIORATION 


There is little doubt that severe and progressive 
hypertension produces vascular damage, particularly 
after it has reached the malignant phase of the disease. 
In fact, progressive deterioration of renal function will 
usually occur within a period of three to six months in 
the patient who develops malignant hypertension (Fig- 
ure 8). Therefore, it seems reasonable to assume that a 
more insidious type and degree of vascular damage will 
occur with less serious phases of hypertensive vascular 
disease, although it is true that the hypertensive state 
may sometimes exist for vears without producing ob- 
servable renal damage. 

The patient presented in Figure 8 was a Negro pa- 
tient in whom it was possible to follow the effect of 
malignant hypertension on renal function as measured 
by glomerular filtration rate and renal blood flow. Re- 
peated renal function studies, over a period of ten 
months, were done on this patient prior to the availa- 
bility of effective antihypertensive agents. There was a 
progressive reduction in glomerular filtration rate and 
renal blood flow (Figure 8) so that by the end of ten 
months, the glomerular filtration rate had decreased 
from 90 cc. per minute to approximately 30 cc. per 
minute, and the renal blood flow had decreased from 
900 cc. per minute to approximately 150 cc. per min- 
ute. At this point the patient developed manifestations 
of uremia with central nervous system symptoms and 
died. Today it would be possible to treat this patient 
effectively and to arrest the renal vascular deterioration 
prior to the development of uremia (Figure 9). 

In Figure 9 is presented the observations made on 
renal function in a patient with malignant hypertension 
before and after effective antihypertensive therapy. 
There was a progressive reduction in glomerular filtra- 
tion rate as well as in renal blood flow during the six 
months prior to therapy, indicating that progressive 
renal damage had occurred before therapy was insti- 
tuted. The patient was then placed on rauwolfia in com- 
bination with a ganglionic-blocking agent which eflec- 
tively reduced the blood pressure. After 12 months of 
treatment, the renal vascular deterioration was coni- 
pletely arrested. This case indicates that the renal vas- 
cular deterioration can be arrested, but does not im- 
prove significantly and certainly does not return to 
normal. This represents a strong plea for early and 
effective therapy in patients with severe hypertension, 
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Figure 7. Some symptoms associated with hypertension and the effect 
of antihypertensive therapy on these symptoms. (Courtesy Axcu. INT. 
Mep., 98:427, 1956.) 


ie., before they have developed renal damage beyond 
the point of no return. 

Similar observations have been made on the retinal 
vessels. Patients who presented retinal hemorrhages 
and papilledema showed rapid improvement in the 
retinal vascular pathology when the blood pressure was 
effectively controlled (Figure 10). 





PHARMACODYNAMICS OF ANTIHYPERTENSIVE DruGS 


Pharmacologic studies done on patients with essen- 
tial hypertension suggest that the elevation in blood 
pressure results from altered activity of the sympathetic 
nervous system. In the normal individual, the sympa- 
thetic nervous system is largely responsible for regu- 
lation of arterial blood pressure by controlling periph- 
eral resistance through its vasoconstrictive effect on the 
arterioles (Figures 2a and 2b). Neurogenic impulses 
travel over the sympathetic nervous system from the 
vasoregulatory centers in the brain and spinal cord 
(Figure 2a), through the preganglionic neuron to 
the ganglia where acetylcholine is liberated (Figure 
2b). The acetylcholine stimulates the post-ganglionic 
neuron which goes to the blood vessels. At this site, 
norepinephrine is liberated which causes the blood 
vessels to constrict and thus increase peripheral re- 
sistance (Figure 2b). 


GP February 1957 








Many influences come to play on the vasoregulatory 
centers. These influences arise in the cerebrum from 
conscious thinking, from subconscious influences, as 
well as from reflexes and from environmental and emo- 
tional stimuli. Circulating agents, operative through the 
hypothalamic area, may also stimulate the vasoregula- 
tory centers and thus increase the outflow of vasocon- 
strictor impulses over the sympathetic nervous system 
(Figure 2a). 

Based largely on pharmacologic observations, it 
would appear that in essential hypertensive vascular 
disease, there is an increase in the outflow of vasocon- 
strictor impulses over the sympathetic nervous system, 
resulting in increased peripheral resistance and a sub- 
sequent rise in blood pressure to abnormal levels (Fig- 
ure 3). Neither blood volume nor cardiac output is 
altered. The increase in impulse outflow over the sym- 
pathetic nervous system may be due to numerous 
causes—psychogenic stimuli, circulating agents re- 
leased by the kidney, and reflexes. Although this is far 
from the entire clinical picture of essential hyperten- 
sion, it at least gives some insight into the blood pres- 
sure component of this disease entity. 

Today, there are numerous drugs that are effective 
in lowering the blood pressure in patients with hyper- 
tension by blocking the outflow of vasoconstrictor im- 
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pulses over the sympathetic nervous system. These can 
be divided into three categories, depending upon the 
site of blockade of the sympathetic nervous system: 
(1) centrally acting agents, (2) ganglionic-blocking 
agents, and (3) adrenergic blocking agents (Figure 1). 

The centrally acting agents block the outflow of vaso- 
constrictor impulses by depressing the hypothalamic 


and vasoregulatory centers. The drugs most effective 
in this respect are rauwolfia compounds, hydralazine 
(Apresoline) and veratrum compounds. By far the 
most useful agents acting in this area are the rauwolfia 
compounds. These drugs are not only effective in lower- 
ing the blood pressure in their own right, but they also 
prepare an excellent background for the use of gan- 


TYPICAL UNTREATED PATIENT WITH MALIGNANT HYPERTENSION 
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Figure 8. Patient with malignant hypertension showing progressive 
deterioration in renal function as indicated by a decrease in glomeru- 
lar filtration rate (GFR) and renal blood flow (RBF). (Courtesy 
Arcu. Int. MEpD., 98:427, 1956.) 
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glionic-blocking agents, i.e., pentolinium (Ansolysen), dose requirement of ganglionic-blocking agents, and 


hexamethonium, chlorisondamine (Ecolid) and meca- thus reduces the side effects to the latter agents. 

mylamine (Inversine). When they are used in conjunc- When the rauwolfia compounds are administered 
tion with a ganglionic-blocking agent, the sympathetic _ parenterally, by contrast to oral administration, they 
nervous system is depressed at two different sites, i.e., are very potent in depressing the sympathetic nervous 
centrally and at the ganglia. The concomitant admin- system and reducing blood pressure even in patients 
istration of rauwolfia compounds markedly reduces the with severe malignant hypertension (Figures 11 and 


EFFECT OF TREATMENT ON PATIENT 
WHO PREVIOUSLY SHOWED PROGRESSIVE RENAL DETERIORATION 
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Figure 9. Effect of treatment with antihypertensive agents on the renal 
deterioration associated with malignant hypertension. There was a 
Progressive reduction in glomerular filtration rate (GFR) and renal 
blood flow (RBF) over a period of six months without treatment. 
After treatment was instituted, there was no further reduction in 
glomerular filtration rate or in renal blood flow for a pericd of one 
year, This indicated that renal vascular deterioration was arrested. 
However, these functions did not return to normal despite therapy. 
(Courtesy Ancu. INT. Mep., 98:427, 1956.) 
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Figure 10 a. Retinal hemorrhages and papilledema are presentin an 
untreated patient with malignant hypertension. b. Two months fol- 
lowing adequate reduction in blood pressure employing alseroxylon 
in combination with mecamylamine. Papilledema and retinal 
hemorrhages are no longer present. 


12). By the oral route, however, they are only mildly 
to moderately potent. Asa result, in patients with severe 
hypertensive vascular disease, the rauwolfia compounds 
are not adequate when given alone by the oral route to 
ambulatory patients. In these patients it is necessary to 
give such adjunctive therapy as the ganglionic-blocking 
agents (Figure 12). The ganglionic-blocking agents are 
by far the most useful drugs for the treatment of severe 
and malignant hypertension in ambulatory patients. 
They are more effective when the patient is standing 
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than when he is in the supine position (Figur: 12), 
Therefore, when these agents are being adminisiered. 
it is frequently beneficial to have the patient sleep with 
the head end of his bed raised with 6- or 8-inch biocks. 

The ganglionic-blocking agents, hexamethouium, 
pentolinium and chlorisondamine, are quaternary am- 
monium compounds. Since pentolinium and chlorison- 
damine are about eight times as potent as hexame- 
thonium, they can be given in smaller doses. Many 
patients will respond better to pentolinium and « hlori- 
sondamine than they will to hexamethonium. On the 
other hand, a few patients will respond better to hexa- 
methonium. Therefore, if a patient does not respond 
well to one compound, it is frequently a good idea to 
try another. 

Hexamethonium, chlorisondamine and pentolinium 
are only partially absorbed from the intestinal tract. 
Mecamylamine, a new ganglionic-blocking agent, is a 
secondary amine that is completely absorbed from the 
gastrointestinal tract (Figure 13). Therefore, the dose 
requirements by the oral and parenteral routes of ad- 
ministration are the same (Figure 13). Mecamylamine is 
100 times as potent as hexamethonium and eight to ten 
times as potent as chlorisondamine and pentolinium 
when given orally. 


THERAPEUTIC USE OF ANTIHYPERTENSIVE Drucs 


The results obtained with effective therapy permit 
proposal of an over-all plan that will fit any patient ir- 
respective of the severity of his disease. While provid- 
ing individualized therapy for each patient, if the phy- 
sician follows a therapeutically effective plan, he will 
avoid floundering in a series of trial and error ap- 
proaches. 

After a base line in the blood pressure levels has been 
obtained, all patients except those with severe rapidly 
progressive hypertension should be started on a rau- 
wolfia preparation alone for a period of one to three 
months. Our data suggest that there is little difference, 
if any, in response rate among the different rauwolfia 
preparations. Rauwolfia will accomplish two important 
purposes: (1) Patients, especially those with mild or 
labile hypertension, who respond to rauwolfia alone 
will not be subjected to more intensive hypotensive 
therapy. (2) The rauwolfia will block or ameliorate some 
of the potential untoward side effects of adjunctive 
agents when it is necessary to use them, and will also 
potentiate the blood pressure response to these more 
potent agents. In the milder cases of hypertension, up 
to 50 per cent of the patients may be expected to show 
a satisfactory reduction in blood pressure with rauwolfia 
alone. A much smaller percentage of the severe cases 
will manifest a satisfactory lowering of blood pressure, 
although occasionally adequate reduction in blood 
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pressure is observed even in cases with severe disease. 
For the remainder of patients with severe disease, rau- 
wolfia then becomes the background agent upon which 
may be superimposed adjunctive therapeutic agents. 

It is noteworthy that patients with the most severe 
form of hypertension, who stand to gain most from 
treatment with antihypertensive agents, are less likely 
to respond adequately to rauwolfia extracts when they 
are given orally as the only antihypertensive agent. On 
the other hand, the fact that rauwolfia preparations 
produce few serious side effects and rarely produce an 
excessive reduction in blood pressure makes them safe 
for use in the presence of cardiac, renal and cerebro- 
vascular complications. Furthermore, these same prop- 
erties justify the use of rauwolfia preparations in pa- 
tients whose disease might otherwise be regarded as too 
mild to merit specific treatment. Certainly not all pa- 
tients with mild hypertension proceed to develop severe 
hypertensive cardiovascular disease. Nevertheless, we 
cannot escape the fact that all severe cases arise from 
the group of patients who at one time had only mild 
hypertension. We are as yet unable to predict which 
cases will progress to severe disease. 

In addition to the lowering of blood pressure, rau- 
wolfia extracts produce certain other desirable effects in 
the patient with hypertension. There is an effect upon 
the psyche with a decrease in tension and aggressive- 
ness which may help these persons make a more satis- 
factory adjustment to their environment. About one- 
half of the patients report a subjective sense of well- 
being, and this is not necessarily related to a reduction 
in blood pressure. Hypertensive headaches are relieved 
in a high percentage of cases when present. Angina 
pectoris is improved in many patients, particularly 
when there is pre-existing tachycardia and in those 
patients who show a significant fall in blood pressure. 
Congestive heart failure has improved in some cases as a 
concomitant of reduction in blood pressure. Heart size 
decreases in some patients who have cardiac enlarge- 
ment. 

Contrasted with these subjective and objective bene- 
fits, there are some annoying side effects. The most 
frequent of these is nasal congestion. Though this is 
nearly as common after long periods of therapy as in 
the early stages, most patients report that it becomes 
less severe. Weight gain is seen in approximately one- 
half of the patients. This seems to be directly related 
to an increase in appetite. If obesity is a problem the 
increase in appetite can be blocked by the administra- 
tion of dextro-amphetamine (Dexedrine) one hour be- 
fore meals (Table 1). If insomnia due to dextro- 
amphetamine becomes a problem, the drug should not 
be given before the evening meal. Concurrent dietary 
measures should be employed. Table 1 summarizes the 
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observations made on two groups of patients, one 
group who received reserpine alone and a second 
group who received equivalent doses of reserpine but 
who in addition were given dextro-amphetamine one 
hour before meals. 

Most of the patients who receive rauwolfia experience 
some increase in the frequency of bowel movements, but 
in most cases this is temporary and not sufficiently 
severe to be called diarrhea. Mild dizziness occurs in 
10 per cent to 20 per cent of the patients during the 
first month of therapy. This is not postural and is not 
necessarily related to a fall in blood pressure. Excessive 
weakness, and fatigue are seen with some regularity, 
but these complaints are more frequent with the use of 
reserpine and tend to decrease as therapy is continued. 
Although tolerance to the side effects develops, toler- 
ance to the antihypertensive effects of rauwolfia prep- 
arations does not seem to be a clinical problem. It is 
true, however, that the maximum hypotensive effect is 
often seen relatively early in the course of therapy, and 
the blood pressure ultimately stabilizes at a point 
slightly above this nadir. 

The most serious side effect is the agitated depressive 


RESERPINE PARENTERALLY 
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Figure 11. The response of a patient with malignant hypertension to 
reserpine given intramuscularly. 
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Figure 12. Blood pressure response to reserpine administered paren- 
terally in a patient with malignant hypertension. After the blood 
pressure was regulated with parenteral medication he was then 
started on rauwolfia given orally and mecamylamine given orally, 
with equally good results. 


reaction. The manifestations can be insidious and may 
so closely resemble the anxiety manifestations frequent- 
ly associated with hypertension that the physician may 
not recognize them as part of an unfavorable reaction 
to the drug. Nevertheless, they can be sufficiently 
serious that suicide is a distinct possibility. We have 
observed one patient who attempted suicide, although 
there had been no previous suggestion of such a reac- 
tion. She has not made similar attempts since discon- 
tinuing the drug, and her period of follow-up is now in 
excess of one year. These patients first experience in- 
somnia followed after several days to several weeks by 
restlessness during the day. The agitation becomes in- 
creasingly severe and is usually associated with de- 
pression and a sense of impending catastrophe. 

Illustrative Case. W. L.—A 38-year-old male phy- 
sician described his own case history. 

‘The onset of this complicating illness was quite 
sudden, with an intensely uncomfortable feeling of 
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anxiety and apprehension. There was a more or less 
constant sensation of substernal aching and oppression 
which at times was almost painful. As time wore on, it 
seemed to me that the cause for this apprehensive state 
was a realization of personal inadequacy and lack of 
self-confidence. There was a pronounced tendency for 
self-scrutiny. I felt that I had not learned from the 
medical experience I had had, and had not accumulated 
the special knowledge and accomplishments which 
would be commensurate with my position and reputa- 
tion. Self-criticism and deprecation were extreme and 
seemed justified. I was disturbed over not having de- 
tails of matters which came up during rounds and 
medical conferences and particularly over having for- 
gotten much of what I had known. My powers of ob- 
servations and retention were inadequate, and I felt 
mentally sluggish and distractible. 

"Sleep at first was exceedingly difficult. Sedation at 
night was necessary for about ten days to two weeks, 
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after which I learned to sleep fairly well. Chlorproma- 
zine was begun by a consulting psychiatrist and doses 
up to 50 mg. four times a day seemed of little or no 
benefit, as far as I could determine. The addition of 
Dexedrine was tried for several days and was of con- 
siderable help in that I tended less to dwell on my de- 
ficiencies. I could not tolerate the drug because of the 
severe insomnia it induced. 

“It seemed to me that the reserpine opened up a 
Pandora’s box of anxieties. I have always been some- 
what perfectionistic, rigid and obsessive. Much of the 
anxiety was undoubtedly engendered by the combina- 
tion of a very heavy clinical load and the urgency of 
keeping up with my research commitments. 

"During the height of this episode, a period of about 
three weeks, I was certain that reserpine had had only 
a conditioning effect. During the ensuing few weeks, I 
gradually improved but with considerable waxing and 
waning. About nine weeks after onset, there seemed to 
be a sudden and complete remission which lasted for 
about ten days. With the sudden, but transitory, re- 
covery, I was a little more willing to accept the toxic 
role of reserpine.” 

Two weeks after the patient recorded this personal 
history and three months after reserpine therapy was 
stopped, he was completely recovered. He had recov- 
ered the usual jovial, self-confident, and self-reliant 
personality which was his before reserpine therapy was 
instituted. He has now gained complete insight into the 
origin of his illness, and he completely accepts this ex- 
perience as a reaction to the drug, although he was un- 
willing to do so while he had symptoms. 

In comparing the potency of the various rauwolfia 
preparations, our studies indicate that 1 mg. of reser- 
pine is equivalent in hypotensive activity to 250 mg. of 
crude root, and 4 mg. of alseroxylon. This is consistent 
with the fact that 4 mg. of alseroxylon contains the 
active alkaloids extracted from approximately 250 mg. 
of Rauwolfia serpentina root of average potency. Re- 
scinnamine is slightly less potent than reserpine. 

All of the rauwolfia preparations have a slow onset 
ofaction. Reserpine appears to be somewhat more rapid 
than the other preparations. The usual starting dose is 
| mg. of reserpine (Serpasil), 4 mg. of alseroxylon 
(Rauwiloid) and 250 mg. of the whole root (Raudixin). 

In determining the maintenance dose, the therapist 
should establish the minimum dose which will control 
the blood pressure equally as well as the larger doses 
used for initiation of therapy. Although we have not 
been able to establish a relationship between doses and 
the incidence and severity of side reactions, it seems 
logical that such exists at least to some degree. In 
establishing the minimum effective dose, changes in the 
dose must be made slowly over weeks to months be- 
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COMPARISON OF THE RESPONSE TO RESERPINE 
WITH AND WITHOUT DEXEDRINE 
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Table 1. 


cause of the slow onset of action and relatively long 
cardiovascular response (days to weeks) to the drug. 

Rauwolfia plus hydralazine (Apresoline) may be used 
in those patients with mild to moderate blood pressure 
elevation who have obtained a suboptimal response with 
rauwolfia alone (Figure 14 and Table 2), particularly in 
patients with significant renal damage. Hydralazine 
should always be used in combination with rauwolfia 
compounds, since the incidence and severity of side 
effects due to hydralazine are intolerable when used 
alone (Table 2). Aithough rauwolfia reduces greatly 
the side effects due to hydralazine, particularly, such 
side reactions as palpitation, nausea and vomiting, 
and headaches, these are not always prevented. When 
they are severe, it is usually best to discontinue this 
drug combination since the side effects may become so 
severe the patient will not continue on antihyperten- 
sive therapy. 

When using hydralazine, the therapist should be 
cognizant of the rare patient who develops a lupus 
erythematosus-like syndrome. Should this occur, the 
drug should be withdrawn. This complication is always 
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COMPARISON OF BLOOD PRESSURE RESPONSE TO MECAMYLAMINE 


WHEN GIVEN ORALLY AND PARENTERALLY (MEAN VALUE FOR 11 PATIENTS) 























After Mecamylamine 
Control Oral Intramuscular 
Systolic 186 181 122 118 
Upricut 3 : 
Diastolic 119 120 81 82 
Systolic 203 203 165 160 
SupPINE : f 
Diastolic 126 125 98 97 
Oral Intramuscular 
Dose 19 mg. 20 mg. 
Onset of Action 37 min. 46 min. 
Duration of Action 22 hrs. 21 hrs. 





Figure 13. Comparison of blood pressure responses to mecamylamine 
(Inversine) when given orally and parenterally. The response to 
equal doses given by the two different routes of administration was 
approximately the same. Blood pressure reduction was greater in the 
upright position than in the supine position. 


reversible. The possibility of the development of this 
syndrome should not deter the therapist from using 
hydralazine when indicated. If the hydralazine must be 
discontinued for any reason and the hypertension is 
severe enough to warrant the use of more potent ther- 
apy, one of the ganglionic-blocking agents sliould be 
substituted for the hydralazine. 

When hydralazine is given, it should be used by the 
titration method beginning with small doses (25 mg. 
four times a day) and increasing the dose at weekly 
intervals until an optimal blood pressure response is 
obtained or excessive untoward reactions supervene. 
The maximum dosage of hydralazine should be 600 mg. 
daily. If an adequate response is not obtained with this 
dosage, it is useless to proceed further, and the drug 
should be abandoned for more effective measures. 

The response rate with this combination in one group 
of patients in our clinic has been 67 per cent, and 18 
per cent of the patients have become normotensive. The 
combination of rauwolfia and hydralazine is particularly 
useful in patients having hypertension associated with 
significant renal disease, who are not responsive to rau- 
wolfia alone. This combination is less apt to produce 
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the precipitous drops in blood pressure so commonly 
seen with peripherally acting agents such as ganglionic- 
and adrenergic-blocking agents, which response may 
aggravate the renal failure. 

Rauwolfia plus a ganglionic-blocking agent, such as 
hexamethonium, pentolinium (Ansolysen), chlorison- 
damine (Ecolid) or mecamylamine (Inversine), is the 
most potent combination of antihypertensive agents for 
outpatient use and is indicated in patients with mod- 
erately severe and severe disease. Such combinations 
are effective in virtually all patients, but are difficult to 
use because of the high incidence of untoward symp- 
toms. Recent experience suggests that while the re- 
sponse rate and incidence of untoward symptoms are 
comparable with all combinations, rauwolfia plus 
mecamylamine is the preferable combination. 

There appears to be little indication for combination 
therapy utilizing veratrum preparations in the outpa- 
tient treatment of hypertension. Untoward effects are 
too severe with the veratrum compounds at the thera- 
peutic level. Combination therapy of rauwolfia with 
adrenergic-blocking agents, such as phenoxybenzamine 
(Dibenzyline), constitutes an effective program for re- 
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ducing the blood pressure, but the incidence and se- 
verity of side effects are such that ganglionic-blocking 
agents seem to be preferable in most instances. 

With severe and rapidly progressive hypertension, 
combination therapy with rauwolfia and a ganglionic- 
blocking agent should be given from the outset of 
treatment (Figure 14). 


Use or GANGLIONIC-BLOCKING AGENTS 


1. Dose Titration. The dosage of the ganglionic-block- 
ing agents must be highly individualized, starting at a 
relatively small dose and progressively increasing the 
dose (Figure 15a and 156) until the desired response is 
obtained. The blood pressure should be recorded in 
the standing position and the dose of the drug regu- 
lated according to these observations. When this is 
done, approximately 95 per cent of patients can obtain 
an effective reduction in blood pressure (Figure 16). If 
the physician does not pay strict attention to indivi- 
dualization of the dose but gives an average dose, poor 
results are to be expected. Probably the most important 
aspect for the successful use of drugs affecting the 
peripheral component of the autonomic nervous sys- 
tem is the individualization of dosage. 

In Figure 15b is presented the case of a patient who 
received rauwolfia for one month in order to establish 
an effective response prior to the administration of 
mecamylamine. When the mecamylamine was admin- 
istered, there was an additive effect, so that an effective 
reduction in blood pressure was obtained. Rauwolfia 
also has a stabilizing effect on blood pressure (Figure 
17). The combination of rauwolfia and mecamylamine 
produces less variation in blood pressure from day to 
day than when mecamylamine is used alone. 

2. Variations in Environmental Stress. A ganglionic- 
blocking agent has only limited control over the trans- 
mission of impulses since the degree of blockade is 
never complete. If the patient is subjected to excessive 
stress, sympathetic nervous system activity will in- 
crease, impulses will break through the ganglionic 
blockade, and the blood pressure will rise. If periods 
of stress are anticipated, the dosage of the blocking 
agent should frequently be increased. On the other 
hand, if the patient retires to a more relaxed atmo- 
sphere, it frequently will become necessary to reduce 
the dosage. Otherwise, blood pressure will fall ex- 
cessively. A typical response to stress is graphically 
presented in Figure 18. 

3. Constipation and Ileus. Constipation, which may 
progress to ileus if untreated or treated inadequately, 
can be a serious drawback to the use of any ganglionic- 
blocking agent. Cathartics and cholinergic agents 
should be used freely. As with the blood pressure 
response, the optimal approach for each patient must 
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be determined by trial and error. In some patients, a 
cholinergic agent such as prostigmine, in an oral dose 
of 15 to 30 mg. before each meal, is quite adequate. In 
others, this dosage level causes abdominal cramps and 
it is necessary to use cathartics instead, such as 15 to 
30 cc. of milk of magnesia or 10 to 15 cc. of cascara 
sagrada. If these are ineffective when used alone, 30 
cc. of milk of magnesia and 15 cc. of cascara sagrada 
given together rarely fails. However, should ileus 
develop, the patient should be hospitalized and treated 


SUGGESTED THERAPEUTIC APPROACH 
TO THE TREATMENT (OUTPATIENT) 
OF HYPERTENSION 





Severity of Hypertension Therapy ** 





Mild (Diastolic pressure—100 to 


130 mm Hg) 
RR clot ree ee one Rauwolfia * 
Pies Gate is woes ies owe Rauwolfia* alone or with 


hydralazine *** or ganglion- 
ic blocking agents **** 

Severe (Diastolic > 130 mm Hg)..... Rauwolfia* plus ganglionic- 
blocking agents * * * * or 
phenoxybenzamine 
(Dibenzyline) 

Hypertensive Emergency........... Parenteral reserpine. If re- 
sponse to reserpine is in- 
adequate, add ganglionic- 
blocking agent or veratrum 
(hydralazine in acute ne- 
phritis or toxemia of preg- 
nancy). 





*4 mg. alseroxylon (Rauwiloid), 250 mg. crude root, or 1 mg. of reser- 
pine per day. 

** Adjunctive therapeutic agent to be added to the regimen if the initial 
therapeutic agent (Rauwolfia) is found to be inadequate. 


*** Start on doses of 25 mg. with each meal and at bedtime, increasing 
weekly in 25-mg. increments for each dose to a maximum of 600 mg. per 
day or until adequate reduction in blood pressure ts obtained. 


**** Start in small doses and slowly increase the dose as indicated by the 
response in the standing position. The initial oral dose of hexametho- 
nium is 125 mg. after each meal and at bedtime. The initial oral dose of 
pentolinium is 20 mg. after each meal and at bedtime. The initial oral 
dose of mecamylamine is 2.5 mg. after breakfast, and supper. The 
dose of these agents is progressively increased at weekly intervals until 
the desired blood pressure is obtained in the standing position. 


Figure 14. Suggested over-all therapeutic approach to the outpatient 
treatment of hypertension. 
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actively with prostigmine: | mg. given parenterally 
every hour until bowel movement occurs and ileus is 
relieved. We have not observed any serious complica- 
tions of this regimen, although we warn each patient 
about constipation prior to the administration of any 
of the ganglionic-blocking agents (Figure 19). 

4. Renal Problems with Induced Hypotension. When 
initiating antihypertensive therapy, one must consider 
that most patients who have a history of prolonged and 
moderately severe to severe hypertension usually ex- 
hibit some degree of renal damage. Effective anti- 
hypertensive therapy will usually prevent progression 
of anatomic damage to the kidney, but, at the same 
time, renal physiology is such that some decrease in 
the glomerular filtration rate usually accompanies the 
acute reduction in blood pressure. This phenomenon 
is temporary, and hemodynamic readjustment to the 
pretreatment levels occurs if the blood pressure is not 
excessively reduced. Generally speaking, the less the 
renal damage prior to induction of therapy, the better 
the patient will tolerate blood pressure reduction. For 
example, if glomerular filtration rate is normal, then 
the blood pressure can be reduced to normotensive 
levels without fear of renal decompensation. However, 
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Figure 15a. (above). Dose titration of mecamylamine—a suggested 
approach. If the blood pressure decreases excessively in the morning 
immediately after arising, the night-time dose should be dropped. It 


if glomerular filtration rate is depressed severely due to 
anatomic damage prior to the induction of therapy, 
even a slight reduction in glomerular filtration rate 
may be deleterious. In these patients, it is necessary to 
lower the blood pressure very slowly and to watch 
renal function closely. The blood urea nitrogen test is 
the most valuable laboratory aid to guide the therapist 
in determining the degree to which blood pressure 
reduction can be tolerated safely by the patient with 
pre-existing renal disease (Figures 20 and 21). 

Excessive hypotension associated with excessive de- 
pression of renal function can be corrected easily by 
administering a vasopressor agent. 


5. Hypertension Associated with Primary Renal Disease. 


. As indicated previously, even the patient with primary 


renal disease may benefit from blood pressure control if 
severe hypertension becomes an important component 
of his disease. For example, it may be worthwhile con- 
sidering some observations made on the treatment of 
renal arterial occlusive disease (arteriosclerotic) asso- 
ciated with severe malignant hypertension. These pa- 
tients respond to antihypertensive agents equally as 
well as patients with severe essential hypertensive 
vascular disease. 
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DOSE TITRATION OF MECAMYLAMINE AND BLOOD PRESSURE RESPONSE 
IN A PATIENT WITH HYPERTENSION 





240 











160 











is also frequently necessary to give an equivalent increase in the 
morning and noon-day dose. b (above). Blood pressure response to 
dose titration of mecamylamine. 


COMPARISON OF BLOOD PRESSURE RESPONSE (UPRIGHT) 
WITH DIFFERENT GANGLIONIC BLOCKING-AGENTS COMBINED WITH RAUWOLFIA 








Chlorisondamine 
(Ecolid) 





80 per cent 











Figure 16. Comparison of the blood pressure response with different 
ganglionic-blocking agents when used in combination with rau- 
wolfia, 
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A case example (G.L.M.) is presented in Figure 22. 
This patient developed atherosclerosis of the aorta 
which also involved the right renal artery. This was fol- 
lowed by thrombus formation that completely occluded 
the right renal artery. The left renal artery was not in- 
volved. 

At the time of admission to the hospital, the patient 


had severe encephalopathy, retinal hemorrhages and 
papilledema. He was having convulsions as a result of 
malignant hypertension, probably secondary to the 
ischemic kidney (‘‘Goldblatt kidney”). He was placed 
on parenteral reserpine in a dose of 5 mg. every six 
hours. This effectively reduced the blood pressure fol- 
lowing which most of the cerebral manifestations sub- 
sided. He was gradually switched to a combination of 
oral rauwolfia and a ganglionic-blocking agent, meca- 
mylamine. He has since been well regulated for a pe- 


riod of two years and is now in full-time employme:::. 
His blood urea nitrogen has decreased from 70 mg. ‘o 
30 mg. 

Undoubtedly the depression in renal function in tie 
unoccluded left kidney of this patient was due to 
severe vasoconstriction, intrarenal hemorrhages, and 
acute vascular damage rather than chronic arterio- 
sclerotic vascular deterioration. Since the process was 
relatively acute, it was reversible. Had the hyperten- 
sion and increased sympathetic vasoconstrictor re- 
sponse been allowed to continue, progressive renal 
failure would have developed if the patient had not 
first died of cerebral manifestations. Moreover, if the 
initial depression in renal function had been due to 
chronic deterioration of the kidney, the improvement 
in function that followed therapy would not have 
occurred. By contrast, the right kidney in this patient 


MALIGNANT HYPERTENSIVE RESPONSE TO MECAMYLAMINE 


WITH STABILIZING EFFECT OF RAUWOLFIA (UPRIGHT BLOOD PRESSURE) 





























Figure 17. The stabilizing effect of rauwolfia on the response to a 
ganglionic-blocking agent (mecamylamine). Prior to the adminis- 
tration of rauwolfia, the swings in blood pressure were excessive and 
the patient’s blood pressure was regulated poorly. After the rau- 
wolfia was given, the blood pressure was much more stable and 
better regulated at a considerably lower dose of the blocking agent. 
(Courtesy Arcu. INT. Mep., 98:187, 1956.) 
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300 
Systolic 
Weakness, Diastolic 
260 Nausea, 
Dizziness, 
Constipation 10 mg. Mecamylamine 
- 8 mg. Alseroxylon Qecpeicnn 
| 
180 | 
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| 
= 100 | 
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never recovered, even though the circulation was re- 
established following aortic homograft replacement. 
This case is a typical clinical counterpart of the “ische- 
mic kidney” that has been produced in dogs by 
Goldblatt. Therefore, even in the patient with primary 
renal disease due to ischemia and severe hypertension, 
benefit can be derived from effective reduction in 
blood pressure (Figure 23). 

Occasionally patients with nephritis may develop 
severe hypertension which aggravates the renal dam- 
age. These patients will benefit from antihypertensive 
therapy. The degree of blood pressure reduction that 
these patients will tolerate is dependent upon the 
degree of renal decompensation and the same prin- 
ciples apply as outlined in Figure 21. 

Figure 24 represents a 5-year-old white boy who 
developed a typical nephrotic syndrome at the age of 


BLOOD PRESSURE RESPONSE TO MECAMYLAMINE 


WHO PREVIOUSLY SHOWED AN 


18 months, associated with massive edema and pro- 
teinuria, hypoproteinemia and hypercholesterolemia. 
Thereafter, the patient had intermittent edema for 
two and one-half years without hypertension. How- 
ever, at the age of 4 years, the patient had a spontane- 
ous remission, with diuresis, and has remained free of 
edema to date. Still, he has had polyuria and poly- 
dypsia with a fixed specific gravity of the urine. One 
year ago he was found to have a blood pressure of 
270/180 mm. and was referred for study. 

Physical examination revealed a white, pale, thin 
child who appeared chronically ill. His weight was 16 
kilograms. The blood pressure ranged between 240 
and 280 mm. systolic, and 160 and 190 mm. diastolic. 
A Regitine test was negative. Serum electrolytes were 
within normal limits. The blood urea nitrogen was 40 
mg. The urinary sodium: potassium ratio was normal. 


iN PATIENT 


INADEQUATE RESPONSE TO RAUWOLFIA 


WHEN GIVEN ALONE (A.M.C.) (UPRIGHT BLOOD PRESSURE) 











260 
Control—Systolic Anxious Headache Tachycardia Dizzy when standing 
+ 
220 
180 
: 
g 140 Control—Diastolic 
— 
4 
) 100 
$ 
] 
Bae 
3 Mecamylamine Started Headache 
10 mg. Mecamylamine/24 hr. ¢ Difficult Business Problems , 
8 mg. Alseroxylon/24 hr. 
¢— Rauwolfia (2mg. Alseroxylon/24 hr.) —> 
! | qT 1 ! 1 T qT | ! 1 | i ! 1 
Doys 1 3 5 7 9 W 13 15 17 19 21 23 25 27 


Figure 18. Periods of stress increase the dose requirement of gang- 
honic-blocking agents. This is the blood pressure response in a pa- 
tient who was well regulated on rauwolfia plus a ganglionic-block- 
ing agent (mecamylamine). However, when the patient was subjected 
to excessive stress, he developed marked swings in his blood pressure 
which were more symptomatic at times. 
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It was necessary to increase the dose of the ganglionic-blocking 
agent to control his blood pressure. However, when the stress was 
removed, this dose of the blocking agent proved to be excessive, 
producing a marked reduction in blood pressure. When the dose of 
the drug was then reduced, the patient was again well regulated. 
(Courtesy Arcu. Int. Mep., 98: 187, 1956.) 
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THE BENEFICIAL EFFECTS OF ANTIHYPERTENSIVE THERAPY 
COMPARING THE ELDERLY HYPERTENSIVE (OVER 60) 
TO THE AVERAGE HYPERTENSIVE PATIENT 














Electro- 
Con- cardio- 
Brady- gestive graphic Fundu- 
crotic* Angina Heart Abnor- Renal - scopic X-ray 
Response Headache Pectoris Failure mality Damage Changes Changes 
Rauwolfia alone 
Average Patient : 
Number with symptom 346** 142 45 128 208 65 38 100 
Per cent improved 65 70 38 16 7 0 5 os 
Elderly Patient 
Number with symptom S4e* 16 7 13 27 14 34 9 
Per cent improved 38 50 29 54 15 0 0 22 
Rauwolfia plus Veratrum 
Average Patient 
Number with symptom > = faa 11 4 7 19 15 23 11 
Per cent improved 44 64 75 2 66 14 oo 0 
Elderly Patient 
Number with symptom Sled 9 1 3 9 9 9 5 
Per cent improved 75 78 100 0 $3 17 a — 
Rauwolfia plus Hydralazine 
Average Patient 
Number with symptom 15** 4 I 8 12 9 5 l 
Per cent improved 73 50 0 13 & ll 20 0 
Elderly Patient 
Number with symptom 14?" 6 2 ll 12 6 11 6 
Per cent improved 43 67 0 9 8 17 9 0 
Rauwolfia plus Pentolinium 
Average Patient 
Number with symptom y ges 23 7 23 52 8 12 58 
Per cent improved 67 78 71 65 40 37 58 38 
Elderly Patient 
Number with symptom are 6 2 8 13 9 14 6 
Per cent improved 59 67 0 38 15 0 0 50 
Rauwolfia plus Mecamylamine 
Average Patient 
Number with symptom 80** 52 10 27 67 61 17 48 
Per cent improved 49 71 80 81 25 25 59 31 
Elderly Patient 
Number with symptom 2" 14 3 8 17 11 18 9 
Per cent improved 35 57 100 75 45 45 ll 45 





* A decrease in the pulse rate of 10 beats per minute or more. 
** Indicates number of patients in series with symptom. 
—Data not available. 


Table 3. 
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An intravenous pyelogram revealed normal filling of 
the calyces and no evidence of obstruction. Differen- 
































tial renal function tests were done at this time and PREVENTION OF CONSTIPATION 
when corrected to 1.73 meters? body surface, the 
glomerular filtration rate was 50 cc. per minute, the Drug Dose Route 
renal plasma flow was 155 cc. per minute, and effective 
renal blood flow was 231 cc. per minute. This repre- ao . 
tae I Prostigmine 15-30 mg. t.i.d, Oral 
sents severe renal damage. Following parenteral reser- 
pine (Figure 24), a 60 mm. fall in mean arterial blood miele 5-10 33 Oral 
: . tid. 
pressure was seen (from 210 to 150). The patient was eg 
then placed on oral reserpine, 0.5 mg. three times a Cascara Sagrada 10-15 cc. p.r.n. Oral 
day. The blood pressure reduction was not considered = 
adequate, and chlorisondamine (Ecolid) was started. Milk of Magnesia 15-30 cc, p.t.n. Oral 
The patient received 6.2 mg. three times a day ini- 
tially, and this was increased in a stepwise fashion TREATMENT OF ILEUS 
until he was receiving 50 mg. three times a day. This : . 
dosage has been continued for the past 12 months, Prostigmine ' 1-2 mg. q. Hour p.r.n. _ Parenteral 
and the blood pressure has remained in the range of 
130 to 160 mm. systolic and 80 to 118 mm. diastolic. 
The blood urea nitrogen has varied between 20 and 50 
mg., with no tendency to progressive rise. Renal func- ray 
en was restudied after four months of continued oF i — rte _. and a re 
. . S J Z , y ) SOC Z y y, nic 
therapy and revealed a glomerular filtration rate of 41 Sheds, oe Se ee Ne 
cc. per minute, a renal plasma flow of 196 cc. per 
minute and an effective renal blood flow of 350 cc. per 
minute. The patient feels well, and constipation is 
EXCESSIVE REDUCTION IN BLOOD renner ey ia fo ges 
DEPRESSES GLOMERULAR FILTRATION RATE After | month Mecamylamine Therapy 
100 
80 
60 
: “0 
ms 
F 20 
é 
-_ 
Re 155 mm. Ho. 80 mm. Hg. 87 cc./min. 57 ce. /min. 470 ce./min. 282 ce./min. J 





Figure 20. If the blood pressure is reduced excessively, glomerular 
filtration rate and renal blood flow are depressed. In the patient who 
shows borderline renal function, this might well be enough to pro- 
duce progressive renal failure. 
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BLOOD PRESSURE RESPONSE TO FIVE DIFFERENT METHODS OF THERAPY COMPARING 
THE ELDERLY HYPERTENSIVE 


PATIENT (OVER 60) 


WITH THE AVERAGE HYPERTENSIVE PATIENT 





Average Patient—Average Age 52 


Elderly Patient—Age >60 

















Per cent Per cent 
Per cent Normo- Dose* Per cent Normo- Dose* 
Number Respon- tensive Per Number Respon- tensive Per 
Treated sive <150/100 24 hrs. Treated sive <150/160 24 hrs. 
Rauwolfia alone 346 53 25 == 34 41 9 — 
Rauwolfia plus protoveratrine 25 44 12 7.5 12 58 8 6.2 
Rauwolfia plus hydralazine 15 87 33 331 14 86 7 271 
Rauwolfia plus pentolinium 75 79 33 332 17 88 24 275 
Rauwolfia plus mecamylamine 80 94 38 27 20 90 50 22 





*Dose of collateral drug (other than Rauwolfia). 


Table 4. 


DEGREE OF BLOOD PRESSURE REDUCTION— 


DEPENDENT ON AMOUNT 


OF PRE-EXISTING RENAL DAMAGE 








Blood urea Reduce upright 
nitrogen blood pressure to: 
Normal 130—-150/80—100 
30 to 60 mg. 150-170/100-110* 
60 to 100 mg. 180-190/110—120* 
> 100 mg. No reduction 





*Do not reduce blood pressure further if BUN rises. 


Figure 21. Approximate degree of blood pressure reduction that will 
be tolerated in patients who have renal damage. The blood urea ni- 
trogen determination is the best estimate of the degree of blood pressure 
reduction that will be tolerated by the patient. If the blood urea 
nitrogen ts elevated, it should be followed constantly while the blood 
pressure is being reduced. After stabilization has occurred it is not 
necessary to determine the blood urea nitrogen so frequently. 
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readily controlled with cathartics when necessary. The 
polyuria and fixed specific gravity of the urine are un- 
changed, and there has been very little change in 
weight. 

6. The Patient with Heart Failure. Patients with 
heart failure usually improve after effective reduction 
in blood pressure, particularly with the use of gang- 
lionic-blocking agents. For example, 65 per cent of 
patients with heart failure showed improvement after 
institution of therapy with rauwolfia and pentolinium, 
and 81 per cent of patients with heart failure who 
received rauwolfia and mecamylamine showed in- 
provement (Table 3). It is not infrequent for patients, 
who have become resistant to diuretics and digitalis 
therapy, to respond quite adequately after effective 
blood pressure control has been established with 
ganglionic-blocking agents given in combination with 
rauwolfia. Rauwolfia when given alone and in com- 
bination with hydralazine, exerts very little beneficial 
effect in this respect, probably because hypertension 
per se is not of great importance in the pathogenesis of 
heart failure in patients who respond to this therapy. 

7. The Patient with Angina Pectoris. The combina- 
tion of rauwolfia and ganglionic-blocking agents is very 
effective in patients with angina pectoris if the angina 
is secondary to the hypertension. At least two-thirds 
of patients show improvement (Table 3) or complete 
relief of their angina. 

Patients with angina pectoris or other evidence of 
coronary artery disease should not receive hydralazine 
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BLOOD PRESSURE RESPONSE TO MG. OF RESERPINE ADMINISTERED 


TO A PATIENT (GLM) 


OF THE ABDOMINAL AORTA AND LEFT RENAL ARTERY 


240 
4 5.0 mg. Reserpine I.V. 
220 
200 


180 


140 


120 


Blood Pressure (mm. Hg) 


INTRAVENOUSLY 
WITH MALIGNANT HYPERTENSION ASSOCIATED WITH OCCLUSION 


Systolic 


Diastolic 








80 
X———- Control 
2 | J ] T 1 T T T | T T T T T T 
Hours % 1 2 3 4 5 6 8 9 10 iW 12 13 14 15 16 17 18 


RENAL FUNCTION RESPONSE FOLLOWING HOMOGRAFT 


IN PATIENT WITH GOLDBLATT KIDNEY 


Glomerular Filtration Rate 
ml./min. 
Right (occluded) Left 


Control 0 25 0 


Blood Pressure Rx. 0 35 0 


Figure 22. (Patient G.L.M.) Blood pressure and renal hemodynamic 
response to treatment in a patient who developed malignant hyper- 
tension due to renal artery occlusion. 


without the concurrent use of rauwolfia, since hydrala- 
zine stimulates the sympathetics to the heart and 
causes a sharp increase in cardiac output, thus pro- 
ducing coronary insufficiency. This cardiac effect of 
hydralazine is blocked off in many patients if they are 
given rauwolfia for one to two weeks before the hy- 
dralazine is administered. 

8. The Patients with Cerebrovascular Sclerosis. Cere- 
brovascular disease is not a contraindication to any of 
the hypertensive drugs. If patients with marked cere- 
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Renal Blood Flow 
ml./min. 
Right (occluded) Left 


Glomerular Filtration Rate 
mi./min. 
Right (occluded) Left 


1 month 0 45 0 


6 month te) 60 0 
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bral arteriosclerosis are treated, precaution should be 
taken not to produce excessive reduction in blood 
pressure. Otherwise, cerebral ischemia and insufh- 
ciency is a potential hazard. However, when a cere- 
brovascular accident has occurred during antihyper- 
tensive therapy, it has almost invariably been preceded 
by a sudden rise in blood pressure due to break- 
through of the blood pressure regulation. We have 
only observed cerebral complication following an ex- 
cessive reduction in blood pressure in two patients; 
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Renal Blood Flow 
ml./min. 
Right (occluded) Left 


425 


725 





THE VICIOUS CYCLE OF RENAL-VASCULAR DISEASE 


Environmental Stimuli 





NORMAL PATIENT 


Figure 23. A diagrammatic presentation of the course of events which 
probably occurred in the patient with renal arterial occlusive disease 
presented in Figure 22. When the kidney became ischemic, the vaso- 
regulatory mechanism became stimulated via humoral mechanisms. 
This resulted in increased sympathetic activity and a sharp rise in 
blood pressure, resulting in the development of the malignant hyper- 
tensive syndrome. 


in one of these, a hemiplegia developed that was 
transient and cleared up within several minutes. 

9. The Elderly Patient. Hypertension in the elderly 
patient should be managed just as in the younger 
person. When the diastolic blood pressure is elevated, 
it should be treated. The therapist can expect about 
the same response in these patients (Tables 3 and 4) as 
in younger individuals. 

The advisability of treatment of patients with sys- 
tolic hypertension without a concurrent diastolic rise 
is open to question. It is usually not possible to effec- 
tively reduce the blood pressure in these patients, 
although symptomatic improvement can often be ob- 


tained, with the use of milder antihypertensive agents. 


Reduction in the systolic pressure per se is largely 
contingent on reducing cardiac output (stroke volume) 
which does not seem to be a rational approach, al- 
though this effect would decrease lateral arterial pres- 
sure thrust during systole. This could be expected to 
reduce symptomatology and possibly to reduce the 


132 


BLOOD 
PRESSURE 


risk of ruptured peripheral vessels. If the patient has 
both systolic and diastolic hypertension, then he 
should be treated according to the principles already 
given. 

10. Clinical Results. Approximately 80 to 95 per 
cent of patients treated with rauwolfia in combination 
with a ganglionic-blocking agent will obtain a signifi- 
cant reduction in blood pressure. It appears that the 
most consistent results are obtained with mecamyla- 
mine in combination with rauwolfia (Figure 16) per- 
haps due to the fact that this blocking agent is com- 
pletely absorbed from the gastrointestinal tract (Figure 
13). As a result, the response is more predictable. 

Regardless of the blocking agent employed, the side 
effects are similar (Figure 25) and except for minor 
differences, the severity of these are the same. The 
only really serious side effect due to rauwolfia is the 
agitated depression that occurs occasionally. When 
this happens, the drug should be withdrawn imme- 
diately. These patients do not respond well to barbi- 
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Figure 24. The response, in a patient with chronic glomerulonephritis 
and severe hypertension, to reserpine administered orally followed by 
the concurrent administration of a ganglionic-blocking agent, 
chlorisondamine (Ecolid). 
Figure 25. A comparison of the incidence of side effects observed with 
the administration of rauwolfia in combination with different gang- 
lionic-blocking agents. 
COMPARISON OF COMMON UNTOWARD EFFECTS OBSERVED 
WITH DIFFERENT GANGLIONIC BLOCKING AGENTS WHEN COMBINED WITH RAUWOLFIA 
Rauwolfia 
7 i i l if 
~ + + + 
Mecamylamine Hexamethonium Pentolinium Chlorisondamine 
(Inversine) (Ansolysen) (Ecolid) 
per cent per cent per cent per cent 
Bradycardia 50 68 67 66 
Nasal Congestion 33 61 51 68 
Constipation 69 52 49 59 
Weakness 46 35 32 43 
Dizziness 45 35 40 50 
Syncope 5 5 1 9 
Blurred Vision 43 65* ee 50 
Impotence 55 50* “6 50 





Observations made on males only 
"Initially with Hexamethonium 
**Observations not available 





turate sedation and, interestingly enough, they fre- 
quently obtain immediate relief from sympathomimetic 
drugs such as 10 to 40 mg. of Ritalin or 10 to 20 mg. of 
amphetamine (Benzedrine) given several times a day. 


Surgical Therapy of Hypertension 


It is not within the scope of this essay to discuss the 
details of treatment by sympathectomy or, more re- 
cently, subtotal adrenalectomy with or without sympa- 
thectomy. Sympathectomy has been used for the treat- 
ment of hypertension since 1938. The response rate 
depends by and large on the extent of the procedure. 
Although the magnitude of the response is greater 
with the more extensive two-stage procedures, so also 
are the morbidity and mortality. In the larger series 
reported, the response rate varies from about 47 per 
cent with the Peet one-stage splanchnicectomy to 
about 66 per cent with the more extensive procedures 
used by Grimson. There is no distinct correlation 


between symptomatic improvement and reduction of 
blood pressure. It is my belief that sympathectomy is 
indicated for the patient without severe renal disease, 
but with significant hypertension who either will not 
or cannot follow a medical regimen. 

Recently Jeffers and his group have been performing 
bilateral subtotal adrenalectomy, with and without 
sympathectomy, for patients with severe and progres- 
sive hypertension. The results appear encouraging for 
those patients who do not respond to intensive medical 
management. It appears that this procedure should be 
restricted to patients having severe and rapidly pro- 
gressive hypertension, and should probably not be 
done in individuals with significant renal damage or a 
recent myocardial infarction or cerebrovascular acci- 
dent. This procedure should be restricted to those 
medical centers interested in evaluating the procedure 
in a controlled study. If the results warrant it, after 
long-term follow-up, the procedure should only then 
be extended to other medical centers. 





Errata 


**Diuretic Therapy’ 
by Ralph V. Ford, M.D. and John H. Moyer, M.D., 
GP, December, 1956: 


Page 127, Figure 9a—Transpose Diamox and Mercuhydrin on 
dosage response curves. 

Page 137, first paragraph—The sentence preceding the formula 
should read: One cc. of 5 per cent salt equals 0.85 milliequivalents 
of sodium chloride. 








“A Thought-Provoking Study” 


RecenTLy I read a thought-provoking study entitled, “A 
Thousand Families in Newcastle-upon-Tyne,” which was 
produced under the aegis of the Nuffield Foundation and 
the Nuffield Provincial Hospital Trust in Great Britain. 
This report further substantiates my belief of the need for a 
closer look at the possibilities of cooperative specialization 
and the possible deleterious effects of a high degree of com- 
petition within the specialties concerned with prevention 
and care of individual and social sickness. 

1. “While the family doctors and the hospitals have 
played an essential part in the diagnosis and treatment of 
established disease, their work has not been primarily re- 
sponsible for the improvement in child health in the past 40 
years, mainly for the reason that medical education did not, 
in that period, equip medical practitioners for a role in 
preventive medicine.” 

2. “We have no wish to speak beyond our knowledge, but 
there is one observation which has grown stronger. with 
each year of this investigation and which is relevant to the 
development of general practice in this country. Infection 
in the first year of life is almost always an expression of 
family infection, and yet we were surprised how rarely the 
doctor, the health visitor; the specialist, or the parents ap- 
peared to consider the problems of health and sickness in 
family terms. The natural inclination is to seek and to find 
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an isolated disease in an individual patient. A family ap- 
proach, on the other hand, the value of which has been 
increasingly impressed on us in the past six years, would 
modify medical practice in several ways. First and foremost 
it would become fully accepted that the intelligent care of 
children requires one doctor for the whole family—requires 
in fact a family doctor.” 

3. ‘Out of the experience from which we draw our con- 
clusions and make our suggestions, we are left with the 
impression of a great number of authorities, institutions, 
agencies, societies, and professions each taking its share in 
arranging the health and welfare of children. They recog- 
nize that the final responsibility rests with the parents, but 
often they are at a loss to know how to bring their aids and 
encouragements at the right time to the families which need 
them. Fortunately more than 80 per cent of the families can 
manage their own affairs if they have a house to live in, and 
a good neighbour, a nurse, a school teacher, a priest, or a 
doctor to come to their aid when necessary. But in the 
nomadic societies now to be seen in some industrial towns 
these relationships no longer exist. To recreate them, in 
this changing scene, will require a synthesis of understand- 
ing in the minds of all who take part in these services. This 
understanding must begin in a knowledge of the facts.” 

This, then is a challenge for everyone working in the 
field of health, education and welfare. —Rosert G. Foster, 
PH.D., Am. J. Pub. Health, 46:812, 1956. 
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Tranquilizers and Society 


(Eighth Ann Arbor Discussional, University of Michigan, 
Dec. 8.) Mituions of Americans are taking tranquilizing 
drugs every month, but “we don’t know just what the 
social effects of these very popular drugs will be. What 
will tranquilizers do to initiative? Will they have any 
effect on a person’s desire to work? We know that they 
make people relaxed and happy; will a person’s 
‘drive’ be lost, too?” Evaluation centers to study be- 
havioral aspects and effects of tranquilizers and other 
drugs should be established.—Dr. James G. MILLER, di- 
rector, University of Michigan’s Mental Health Research 
Institute. 


Allergy Threat 


(Ibid., Dec. 8.) MANY MAN-WORKING DAyYs can be saved if 
physicians take careful case histories to establish 
whether patients have had previous reactions to drugs. 
Milk and cheese may contain penicillin nowadays, 
since the antibiotic is given cattle for cattle diseases, 
and this can contribute to appearance of sensitivities. 
And aspirin should not be prescribed indiscriminately 
to workers complaining of colds, headaches and other 
minor ailments, for the patient may be an asthmatic 
who is allergic to this analgesic.—Dr. Jon M. SHEL- 
pon, chief, University of Michigan Hospital Allergy Unit. 


Hypertensive Hazard 


(Ibid., Dec. 8.) HYPERTENSIVE PATIENTS receiving nerve- 
blocking drugs should not be permitted to work on 
jobs involving the safety of themselves or others. The 
medicaments may produce dizzy spells. Nor should 
they work at tasks where extreme heat or heavy physi- 
cal labor tend to induce dizziness.—Dr. Sistey Hoos- 
ter, chief, University Hospital ’s Hypertension Unit. 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal publication 

in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff. 


MEDIGRAMS 


Anniversary Illness 


(American Psychoanalytic Association, New York, Dec. 7.) 
ANNIVERSARIES of past tragic or frightening experiences 
may induce mental illness at times, with women more 
susceptible than men. One young woman’s father had 
died when she was 6. When her own daughter became 
6, the unconscious reliving of the tragedy was so dis- 
turbing she had to be hospitalized. Another woman 
developed extreme anxiety over fear of cancer when her 
son became 8—her own age when her mother suc- 
cumbed to cancer. Reasons for the anniversary reac- 
tion are being studied.—Dr. Josepnine R. Hircarp 
and Martua F. NEwMAN, M.A., Stanford University. 


Glaucoma Treatment 


(New York Society of Clinical Ophthalmology and 
National Society for the Prevention of Blindness, New 
York, Dec. 11.) TRANQuttizERs are being investigated as 
an aid in controlling glaucoma, since emotions can 
have profound effect on intraocular pressure. Miotics, 
of course, remain the basic medical treatment.—Dnr. 
Irvinc Leopotp, University of Pennsylvania Graduate 
School of Medicine. 


Biochemical Biopsy 


(American Association for the Advancement of Science, 
New York, Dec. 29.) DevELoPpMENTS in enzymology pre- 
sage a day of biochemical biopsy for early and more ac- 
curate diagnosis of disease, perhaps including some 
forms of cancer. Just as transaminase measurements 
aid in diagnosis of heart damage, so also can liver dis- 
eases be detected. Virus hepatitis has been detected 
four to six weeks before there were any other symptoms 
through the rise in two types of enzymes, serum glu- 
tamic-oxaloacetic transaminase and serum glutamic- 





pyruvic transaminase. “lt would appear that extension 
of the concept of biochemical biopsy to other tissues 
and organs is limited only by the number of enzyme 
systems studied to date. It seems plausible to specu- 
late on whether or not by finding enzyme systems spe- 
cific for each organ and indeed for different parts of 
organs, it would prove possible to biochemically biopsy 
a multiplicity of tissue sites via the body fluids.””—Dr. 
Feurx Wrostewski, Sloan-Kettering Institute, New York 
City. 


Radioactive Heparin 


(Ibid., Dec. 27.) Heparin has been made radioactive for 
the first time, and animal experiments indicate heparin 
is normally present in circulating blood. Tagged hep- 
arin opens the way for future research into the cause 
and control of abnormal blood clotting in such diseases 
as coronary thrombosis.—Drs. Harop B. Erper and 
IsmporE DaNisHEFSKY, New York Medical College. 


Gas Gangrene Prevention 


(Ibid., Dec. 26.) PROMPT TREATMENT with calcium di- 
sodium Versenate protects animals against normally 
lethal injections of Clostridium perfringens, the organ- 
ism causing gas gangrene. The chemical apparently 
works by binding free metallic ions, making them un- 
available for pick-up by lecithinase. This enzyme se- 
creted by the bacteria must have metal ions in order to 
produce its destructive and typical effects against living 
tissue.—Pror. Merwin Moskowitz and Merwyn W. 
DEVERELL, graduate student, Purdue University. 


Appendicitis Clue 


(Radiological Society of North America, Chicago, Dec. 4.) 
ACUTE APPENDICITIS causes 17,000 deaths annually—in 
the United States. Calcified appendiceal enteroliths 
detected by x-ray may be of considerable help in differ- 
ential diagnosis of the acute surgical abdomen. And in- 
cidence of perforation is greatly increased by presence 
of these “inside stones.”.—Dr. Davin S. Carrout, 
Memphis, Tenn. 


Sympathy Needed 


(Ibid., Dec. 4.) ‘IT SHOULD BE our purpose as physicians 
to deal with a sentient being, filled with hope and de- 
spair, with fears and doubts, requiring not merely re- 
pairs but sympathy, understanding, and even affection. 
When the physician, engrossed with such genuine es- 
sentials as electrolyte balance, hormone levels and pul- 
monary artery pressures, no longer has the time to 





listen sympathetically to the patient’s problem (quite 
possibly they may be rather trifling), to whom shall 
the patient turn? Will not the patient turn to the unc- 
tuous and false persuasions of the cancer-cure 


quack ?”—Dr. Lowett W. Gorn, Los Angeles. 


Universal Mental Illness 


(National Association for Mental Health, Washington, 
D.C., Dec. 1.) AT SOME TIME or another, even frequent- 
ly, every person suffers from mental ill health. One in 
every 10 to 16 persons has some severe ailment, but 
“we have tended to overlook the common, everyday 
emotional disturbances which can be as upsetting and 
incapacitating as many of the physical illnesses. When 
we take these into account, the toll of mental ill health 
must be reckoned as one in one, for there isn’t a person 
who does not experience frequently a mental or emo- 
tional disturbance severe enough to disrupt his func- 
tioning as a well-adjusted, happy and efficiently-per- 
forming individual.”—Dr. Wituiam C. MENNINGER, 
Topeka, Kansas. 


Intravenous Fat 


(Parenteral Fluid Therapy Symposium, Co-sponsored by 
Chicago Medical Society and Baxter Laboratories, Inc., 
Chicago, Dec. 6.) Fat EMULSIONS prepared by high- 
pressure homogenization can be given intravenously 
and are useful not only for supplying abundant cal- 
ories, but also have considerable potential usefulness as 
carriers for fat-soluble drugs. The particle size of the 
emulsions is comparable to that of the chylomicra of the 
blood, and the emulsions ordinarily provide 1,600 
calories per liter. Some patients have received a liter 
or more of intravenous fat for up to 36 consecutive days. 
Fat-soluble vitamins, notably vitamin K, have been pre- 
pared suitable for intravenous administrations, and 
emulsified vitamin K by vein has been particularly 
striking in treating Dicumarol-induced hypoprothrom- 
binemia.—Dnr. Freprick J. Stare, Harvard University 
School of Medicine. 


Therapy Change 


(Veterans Administration announcement, Washington, 
D.C., Dec. 12.) Use of the new tranquilizing drugs has 
reduced electric and insulin shock treatment for men- 
tal illness by an estimated 90 per cent at VA mental 
hospitals. The tranquilizers also are permitting better 
treatment for mentally ill veterans, and more are being 
returned home by discharge from hospitals and trial 
visits—Dr. Ivan F. Bennett, chief of psychiatric re- 
search, VA Central Office. 











Removal of Tattoo 


Q. Are there any accepted methods of removing tattoo 
marks by electrical or chemical means? If so, where 
could detailed techniques be obtained ? 


A. As a rule, for deeply situated tattoos such as the 
usual decorative type of tattoo, there is no accepted 
means of removal by electrical or chemical techniques 
that would avoid deep scarring of the skin. Derm- 
abrasion, then, is ineffective for the removal of deep 
spots. Occasionally, a good tattoo artist can try to 
cover up highly colorful tattoo marks. The only effec- 
tive technique is the surgical removal, either by re- 
peated excisions or by a single excision and grafting. 


Uses of Atabrine 


Q. What are some of the therapeutic uses of Atabrine, 
other than for malaria ? 


A. It does appear that Atabrine Hydrochloride has 
been used successfully for tapeworm infestation, 
giardia lamblia infestation, extraintestinal amebiasis, 
discoid lupus erythematosus, and auricular fibril- 
lation. 


Pheochromocytoma 


Q. Which cases of hypertension should be tested for a 
pheochromocytoma ? What test is used? Is it safe? 
What is the preferred treatment of pheochromocy- 
toma ? 


A. Since pheochromocytoma may mimic essential 
hypertension such cases often are undiagnosed. 
Therefore, a screening test is essential. As the disease 
occurs predominantly in younger people the screening 
test usually is limited to patients under the age of 50. 
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Information Please 


Patients over 50 are tested if there are special features 
suggesting pheochromocytoma, such as a negative 
family history for hypertension, paroxysmal hyperten- 
sion, excessive sweating, hyperglycemia, elevated 
BMR, or postural hypotension. 

The simplest and safest office procedure is the 
intramuscular Regitine test. A competent office nurse 
is better prepared to carry this out not only in the 
interest of saving the doctor’s time but also because 
the patient usually is less apprehensive than in the 
presence of the doctor. Excessive anxiety can produce 
false positives. The blood pressure should be recorded 
with the patient in the supine position in a quiet room 
every ten minutes for one-half hour prior to injection, 
in order to obtain a valid baseline. 

Treatment is surgical removal of the pheochromo- 
cytoma. 


Ovarian Removal at Hysterectomy 


Q. Suppose a woman of 40 needs a hysterectomy because 
of a fast-growing fibroid and excessive bleeding and a 
constant secondary anemia. Should the ovaries be 
removed or not ? 


A. The ovaries should be removed for the following 
reasons: 
1. Because of the danger of future development of 
other ovarian pathology requiring reoperation, the 
most important one being inoperable ovarian car- 
cinoma. 
A few reasons for this conclusion are: 
a. The insidious onset of ovarian carcinoma with 
its progress to inoperability without signs and 
symptoms significant enough to cause the patient 
to seek medical care. Sixty-four per cent of a series 
of 200 cases reported by Munell and Taylor had 
visceral or peritoneal metastasis at time of opera- 
tion. 
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b. The difficulty of determining ovarian enlarge- 


ment even on routine pelvic examination. McFar- 
land reported on an experience in cancer detection 
extending over a 15-year period: There were six 
ovarian carcinomas discovered by routine exam- 
ination. Of the six, five were already in the in- 
curable stage and at the time of the report all 
were dead. Out of 40 patients seen at Memorial 
Hospital in New York, in whom ovarian cancer 
was first discovered during routine examinations 
for other causes, before the onset of symptoms, 
Twombly states that none of the patients survived 
five years and 50 per cent were dead in nine months. 
c. Even in the best hands, the five-year survival 
rate is approximately 15 to 20 per cent. The logi- 
cal conclusion from this discussion is that the 
greatest hope of reducing the number of deaths 
from ovarian carcinoma lies in the field of preven- 
tion by ovarian removal at the time of pelvic 
operation on women at or near the menopause. 
2. A second reason for removal of the ovaries is 
that recent investigation has shown that post- 
operative menopausal symptoms are better con- 
trolled by an adequate, known, constant estrogen 
level obtained for postoperative estrogen therapy 
than by the erratic, unknown level maintained by 
the retained ovarian tissue. For further information, 
the reader is referred to the article by R. H. Grogan 
and C. J. Duncan, American Journal of Obstetrics 
and Gynecology, 70:1277, 1955. 


Prolonged Chest Pain 


Q. A 46-year-old woman has had pain in the front of 
her chest for three weeks. It is a constant severe ache. 
Examination is negative except for tenderness and 
questionable swelling at the third left costochondral 
junction. Urine, blood and ECG are not remarkable. 
Please give suggestions for diagnosis and treatment. 


A. This is an excellent description of a case of Tietze’s 
syndrome. It is a benign disease of unknown etiology 
and nature. The syndrome is a painful, nonsuppurative 
swelling at the costochondral or sternoclavicular junc- 
tion. The condition may clear up in a few weeks or 
months. X-ray examination shows nothing but should 
be made together with other laboratory tests to exclude 
other diseases producing pain in the chest. There is 
no specific treatment. Applications of heat, infiltration 
with procaine solution, the use of analgesics and reas- 
surance are of value in giving relief. Two American 
articles may be of interest to the questioner: 

1. Motulsky, A.,and Rohn, R. J.: Tietze’s Syndrome: 
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Cause of Chest Pain and Chest Wall Swelling. 
JAMA, 152: 504-506, 1953. 

2. Wehrmacher, W. H.: Significance of Tietze’s Syn- 
drome in Differential Diagnosis of Chest Pain, 
JAMA, 157: 505-507, 1955. 


Bichloracetic Acid Treatment 


Q. What is the value of bichloracetic acid in treatment 
of verruca vulgaris and in cauterization of the cervix 
of the uterus? Are there dangers in its use? How 
widely is it used ? 


A. A wide variety of escharotics have some value in 
the treatment of warts, and bichloracetic acid is an 
example of these. Such treatment ts rather tedious, 
however, and the results are uncertain. For one or a 
few warts, conservative electrodesiccation under local 
anesthesia is probably the best single method, though 
this should not be used on plantar warts on weight- 
bearing surfaces because of slow healing and painful 
scarring which may result. Bichloracetic acid carries 
no particular danger providing it is used cautiously 
and only on the wart itself. 

Both bichloracetic acid and trichloracetic acid have 
been very largely discontinued for superficial chemical 
cauterization of the cervix, principally because of the 
damaging effect they have on the surrounding epithelial 
areas. 

Cervical erosions do not fit into the group of 
conditions that respond well to chemical cauterization, 
and direct heat cauterization by electric cautery is 
largely replacing it. When chemicals are used (silver 
nitrate perhaps being the commonest) it is best con- 
fined to “touching up” residual areas that are healing 
following previous electrocauterization. 


Hyperglycemia Due to Cortisone 


Q. How do you differentiate diabetes from mobilization 
of sugar and simulated diabetes from use of corti- 
sone? How is the latter simulated diabetes treated ? 


A. The simplest method of differentiation would be 
achieved by gradually cutting down on the dosage of 
cortisone and then re-evaluating the blood sugar levels 
or glucose tolerance after cortisone has been with- 
drawn for a week or so. 

Regardless of the pathogenesis of the diabetes, if the 
patient has significant glycosuria while under treat- 
ment with cortisone, the patient should be managed 
as any other diabetic would be managed, namely with 
diet and insulin. 
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“Late Talkers” 


IN AN ARTICLE On informing the parents of the mentally 
retarded child, Bakwin stresses the importance of 
certainty of the diagnosis. Among the conditions that 
cause confusion in this regard is a delay in speech 
development. 

There is a sizeable group of children, usually boys, 
who do not speak until they are 3 years old or older. 
They may have entirely normal or superior mental 
capacities. This condition is often familial. It may be 
associated with alterations in cerebral dominance, such 
as ambidexterity or combinations such as right-handed- 
ness and left-eyedness. When these children begin to 
speak, they are at first difficult to understand, but 
they generally improve over the course of several years. 
Some retain minor speech defects. 

Mental retardation, deafness and other defects must 
always be considered. However, a simple develop- 
mental abnormality is the commonest cause of late 
talking. A strong point in the differential diagnosis is 
that motor development is usually perfectly normal. 
(J. Pediat., 49 :486, 1956.) 


Results of Pelvic Exenteration 


BrickEN, BurcHER AND McAree reported the results of 
118 pelvic exenteration operations performed for var- 
ious malignant lesions. The operation included en bloc 
resection of all pelvic viscera, with associated pelvic 
lymphadenectomy, and resection of the perineum. The 
levator sling and a stump of rectum were preserved in 
three instances for restoration of rectal function. Re- 
section of iliac veins was performed in seven instances. 
The iliac artery was removed in two cases and replaced 
by an arterial graft of the ipsilateral superficial femoral 
artery. 

Eighty-six patients underwent exenteration because 
of recurrent or advanced carcinoma of the cervix. The 
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operative mortality of this group was 14 per cent. Of 
all cervix patients, 35 per cent died of the operation or 
of recurrence in the first 12 months. Ten patients were 
operated upon over five years ago. Four of these are 
alive and well without evidence of disease, and they are 
leading fully active lives. The authors thought that the 
procedure had been of definite benefit in the treatment 
of carcinoma of the cervix, and that it should be con- 
tinued for further evaluation and study. 

The results in a smaller group of patients resected 
for radionecrosis and endometrial carcinoma indicated 
that the operation may be of benefit for selected lesions 
of these types also. (Arch. Surg., 73:661, 1956.) 


Activity of Rheumatoid Arthritis 


As A PART of the technique of estimating degrees of 
activity of rheumatoid arthritis, Lansbury found that 
duration of morning stiffness and the maximum five- 
minute Cutler sedimentation rate are reliable indica- 
tors. At the time of the first interview in 100 cases of 
rheumatoid arthritis, all but three patients complained 
of morning stiffness, and the average five-minute Cutler 
sedimentation rate was 5.6 mm. (The five-minute sedi- 
mentation rate is the maximum rall observed in any 
five-minute period during the 60 minutes of the test.) 

There were small groups of patients in whom a 
complete remission occurred under treatment that did 
not include adrenal steroids. Such compounds were 
avoided because they are known to suppress the sedi- 
mentation rate and to ameliorate morning stiffness 
without relation to the basic activity of the arthritis. 

As the remission developed, duration of morning 
stiffness progressively shortened and the five-minute 
sedimentation rate showed a regular trend toward 
normal. The author concluded that duration of morn- 
ing stiffness and the five-minute sedimentation rate are 
valid indices of activity of rheumatoid arthritis. (Am. 
J. M. Sc., 232:8, 1956.) 
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Premature Separation of the Placenta 


Daro and his coworkers reviewed a series of 306 cases 
of premature separation of the normally implanted 
placenta. Approximately 50 per cent of the patients 
were between 20 and 29 years of age. The period of 
gestation varied from 24 to 40 weeks. A majority of the 
women were multigravidas. 

The degree of separation was classified as “mild, 
moderate, or severe.”” Of the 306 patients, separation 
was mild in 51.6 per cent, moderate in 16.3 per cent 
and severe in 32.1 per cent. 

It was the opinion of the authors that most patients 
with premature separation can be delivered vaginally 
without increasing the maternal mortality. In cases 
studied, they stated that the infant mortality also was 
not increased by vaginal delivery. Cesarean section 
was followed by a 22.2 per cent neonatal fetal mortality. 

Cesarean section was recommended (1) in the 
presence of shock or persistent bleeding where vaginal 
delivery was not imminent; (2) in cases where a com- 
pletely damaged uterus was suspected; (3) if the fetus 
was normal, good sized, and living, and vaginal delivery 
was not anticipated in a reasonable length of time. 

Toxemia occurred in one-third of the patients with 
premature separation. The severity of the separation 
increased with the severity of the toxemia. Pituitrin 
appeared to be a valuable adjunct in treatment of the 
premature separation. (Am. J. Obst. & Gyn., 72, 599, 
1956.) 


Nonoperative Treatment of Chylothorax 


MALONEY AND SPENCER reported 13 cases of chylothorax 
following surgery on the heart or great vessels. With 
one exception the patients were children. Eleven of the 
cases were treated successfully by aspiration alone. 

The onset of the chylothorax was often delayed, 
averaging eight days from the time of surgery. The 
delay was attributed to the late rupture of ligated ducts, 
from increased lymphatic pressure, and to the rupture 
of mediastinal collections of chyle into the pleural 
cavity. The symptoms usually ascribed to chylothorax 
(dyspnea, pallor, shock and cyanosis) were not seen in 
these cases because the diagnosis was made so early. 
The diagnosis was made by physical or roentgenograph- 
ic examination, and by thoracentesis. Odorless, sterile, 
milky fluid, frequently stained pink by small amounts 
of blood, was characteristic. 

Initial treatment in all cases consisted of multiple 
thoracenteses. The chest aspiration was performed 
whenever there were clinical or radiographic signs of a 
significant reaccumulation of fluid. In most instances a 
gradual diminution in the amount of chyle was not 
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encountered, but instead, a sudden disappearance of 
fluid. This was interpreted to indicate that cure results, 
not from the gradual healing of the injured lymph duct, 
but rather from obliteration of the pleural space. If 
healing does not occur after repeated aspirations, 
open thoracotomy, with ligation of the thoracic duct 
was recommended. 

The authors stated that persistence in nonoperative 
treatment by thoracentesis or closed catheter drainage 
will be rewarded with a high degree of success. (Surgery, 
40: 121, 1956.) 


Relationship of Collagenase to Pancreatitis 


Hoste AND ZiFFREN have demonstrated the presence of 
collagenase, a hitherto undescribed enzyme in the in- 
activated pancreatic juice of experimental animals. 
This enzyme activity was not increased by adding 
duodenal content, bile or an extract of duodenal 
mucosa, indicating that none of these accessory factors 
plays any important role in activating it. Collagenase 
activity was demonstrated in fluid from two human 
pancreatic fistulas, and from three human pancreatic 
pseudocysts. 

Not only did collagenase act on the surrounding 
tissue, but also the product of this action liberated still 
another factor, which was capable of activating 
trypsinogen into trypsin. 

The authors postulated the mechanism of pancre- 
atitis as follows: In some manner ductules are rup- 
tured, permitting pancreatic juice to escape. The 
collagenase released begins to act upon the surrounding 
tissue. The resulting product liberates still another 
factor which activates trypsinogen to trypsin, and the 
process may proceed even further, until acute pan- 
creatitis is produced. (Surgery, 40: 185, 1956.) 


Infantile Arteriosclerosis 


WEENS AND Marin reported two cases of arteriosclerosis 
in infants, and discussed the etiology and significance 
of this condition. 

The first patient was a 10-month-old male child, 
admitted because of weight loss and enlargement of the 
abdomen. Physical examination revealed emaciation, 
abdominal distention and hypertension. Roentgeno- 
grams of the long bones showed delicate, widespread 
calcification of the arteries, particularly of the forearms 
and lower extremities. The patient died after a pro- 
gressively downward course. At autopsy, medial calci- 
fication of the arteries was found. 

The second patient was a 4-day-old male infant who 
developed evidence of intracranial hemorrhage soon 
after birth. He died on the 25th day of life. At autopsy, 
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patchy areas of calcification were found in the media of 
the coronary arteries, associated with many interrup- 
tions of the internal elastic membrane. Similar areas of 
calcification were present in the pulmonary arteries 
and in the arteries of the pancreas, adrenals, kidneys 
and thyroid. Whether or not the intracranial hemor- 
rhage was due to the widespread arterial disease was 
undetermined. 

The authors stated that infantile arterial calcification 
occurs in hyperparathyroidism, renal disease, vitamin 
D intoxication and progeria. It also has been reported 
in a number of cases without obvious cause. They 
stated that radiologic examination is the most im- 
portant means of establishing a diagnosis during life. 


(Radiology, 67: 168, 1956.) 


Anticoagulant Drugs in Cerebrovascular Disease 


SIEKERT AND ASSOCIATES note that anticoagulant drugs 
have not been widely used in the treatment of various 
types of stroke. They believe that this is chiefly because 
of fears of intracerebral hemorrhage. Although that 
eventuality suggests a need for caution and indicates 
that anticoagulant therapy should not be routine for 
all types of cerebrovascular disease, the authors list 
certain indications as follows: (1) the syndrome of 
intermittent insufficiency of the basilar arterial system, 
(2) the syndrome of intermittent insufficiency of the 
carotid arterial system, (3) thrombosis within the 


basilar arterial system, (4) recurrent cerebral emboli, 
(5) possibly, multiple strokes. 

Siekert’s group believes that on the basis of present 
knowledge, long-term anticoagulant treatment appears 
to be of definite value in the first four conditions. They 
are less certain of its value in multiple strokes, but ex- 
press the hope that anticoagulant therapy may some- 
times act as a preventive. (Circulation, 13:725, 1956.) 


Test for Carcinoid Syndrome 


CARCINOID is now recognized as a cause occasionally 
for symptoms of a generalized illness related to libera- 
tion of excessive amounts of serotonin. An important 
test for confirming the diagnosis consists of measuring 
the urinary excretion of 5-hydroxyindoleacetic acid, a 
metabolite of serotonin. In order to confirm the speci- 
ficity of that test, Haverback, Sjoerdsma and Terry 
measured the output of the metabolite in the urine of 
nine normal subjects and of 61 patients having a wide 
variety of diseases. The results were indeed confirma- 
tory (see diagram below). 

Reserpine is known to liberate serotonin. It was 
therefore logical to consider the possibility that the 
serotonin urinary metabolite might be increased after 
the administration of reserpine. However, when the 
drug was given in doses of 1 to 6 mg. a day, the ex- 
cretion of 5-hydroxyindoleacetic acid was not signifi- 


cantly changed. (New England J. Med., 255 :270, 1956.) 
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Bacterial Sensitivity to Antibiotics 


RANTz AND Ranrz described the antibiotic sensitivity of 
1,698 strains of bacteria, all of which were isolated from 
significant clinical sources during the period from May, 
1954, through August, 1955, and compared the results 
where possible with the data obtained during a similar 
study from 1950 through 1953. Hemolytic and non- 
hemolytic streptococci have remained highly sensitive 
to the action of penicillin, tetracycline, chlorampheni- 
col and erythromycin. A very high percentage were 
neomycin- and streptomycin-resistant. Enterococci 
were uniformly penicillin- and streptomycin-resistant, 
while more than two-thirds were also not inhibited by 
tetracycline and neomycin. On the other hand, entero- 
cocci were uniformly chloramphenicol- and erythro- 
mycin-sensitive. 

The increasing resistance of staphylococci to peni- 
cillin, streptomycin and tetracycline was demonstrated. 
However, more than 90 per cent were erythromycin- 
and chloramphenicol-sensitive. Neomycin resistance 
was exceedingly uncommon, occurring in only 1.2 per 
cent of the strains. 

Pigment-forming gram-negative bacilli of the Pseu- 
domonas group remained the most highly antibiotic- 
resistant of the organisms commonly causing disease 
in man. Only polymyxin inhibits these bacteria in low 
concentrations, but the clinical results obtained follow- 
ing its use were often poor. Proteus and members of the 
paracolon group were often highly resistant to many 
antibiotics, including polymyxin. Neomycin was often 
the only agent of potential value on the basis of in vitro 
tests, and clinical results following its use in low dosage 
for short periods of time have been gratifying. The 
authors also noted that over a five-year period, Es- 
cherichia coli, paracolon bacilli and proteus have be- 
come more frequently resistant to one or more anti- 
biotics. 

The results of this study demonstrated that many 
clinically important organisms were more frequently 
resistant to various antibiotics than they had been 
five years ago. This was particularly true if the infection 
was acquired in a hospital or if previous antibiotic 
therapy has been employed. (Arch. Int. Med., 97:694, 
1956.) 


By-Pass Homografts in Arterial Occlusion 


LAUFMAN AND HIS COWORKERS reported the results of 
placing by-pass homografts around segments of occlu- 
sion in major arteries of the lower extremity. Grafts 
were obtained from qualified cadaver material. The 
areas of occlusion included the iliac, femoral and pop- 
liteal arteries. Ages of the patients were from 46 to 69. 
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A total of 19 by-pass procedures were carried wut 
upon 17 extremities, in 15 patients. One patient had 
gangrene of the great toe. The pathology in each case 
was that of occlusive arteriosclerotic disease. Arteri- 
ography was performed by the transaortic route in 
about one-third of the patients, and retrograde through 
a pulsating femoral artery in two-thirds. The distal run- 
off was estimated as poor in two extremities and fair in 
three. The remaining patients appeared to have a satis- 
factory distal vascular bed. 

The indication for surgery in each case was inter- 
mittent claudication, or ischemic pain of other types. 
By-pass surgery was denied only for the following rea- 
sons: (1) myocardial damage, so severe that increased 
ambulation might be inadvisable, (2) almost complete 
absence of run-off, or (3) total absence of popliteal 
lumen. 

The grafts were sutured in an end-to-side manner, 
the end of the graft, both above and below, sutured into 
the side of the artery. Immediate success in restoring 
distal pulsations was obtained in 15 of 19 by-pass 
grafts. There were four delayed failures that occurred 
six days to four months postoperatively, two due to 
delayed occlusion and two to rupture. (Arch. Surg., 


73 :418, 1956.) 


Primary Chickenpox Pneumonia 


ALTHOUGH CHICKENPOX is usually a benign childhood 
disease that runs a simple uncomplicated course, it 
should be appreciated that the varicella virus is capable 
of producing pneumonia, according to Tan and his 
associates. These authors report their findings based 
on the study of 16 cases. 

Fifteen of the patients were over the age of 19. The 
onset of the respiratory symptoms occurred within five 
days of the appearance of the rash. In all the cases, the 
rash was very severe and, in most patients, confluent 
over the whole body. The patients were acutely ill, 
with temperatures ranging from 101° to 105°F. They 
had a severe cough often associated with hemoptysis. 

The roentgenologic findings followed a characteristic 
pattern. There were widespread nodular densities su- 
perimposed on markedly increased bronchovascular 
markings. The infiltrates varied in size, and though 
some were sharply defined from the surrounding lung, 
others seemed to merge with the adjacent tissue. No 
portion of the lung was spared, although the density 
seemed heaviest about the hilar regions and gradually 
diminished toward the periphery. The severest pneu- 
monias were seen in patients with the most pronounced 
skin eruptions. There was roentgenologic evidence of 
infiltration for from three to 18 days, with an average 
duration of nine days. 
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While an etiologic diagnosis of pneumonia is not 
possible from the roentgenologic examination alone, 
the authors believe that these striking findings in a pa- 
tient with chickenpox can be taken as presumptive evi- 
dence of primary varicella pneumonia. This can usually 
be confirmed by clinical and laboratory findings. Pneu- 
monia due to secondary bacterial infection will present 
a different clinical picture and on roentgen examination 
may have a more patchy distribution, coarse hilar or 
peribronchial infiltration, or actual lobar or segmental 
consolidation. (Am. J. Roentgenol., 76:527, 1956.) 


Acquired Hemolytic Anemia 


DAMESHEK AND KOMNINOs reviewed their experience 
with 43 cases of acquired autoimmune hemolytic anemia 
inwhich the initial form of therapy was the use of ACTH 
or one of the steroid hormones. The authors estimated 
that such treatment produces a complete clinical re- 
mission in about 65 per cent of cases, provides definite 
although less spectacular benefit in about 25 per cent, 
and fails to help in less than 10 per cent. However, 
when hormone therapy is withdrawn, about two-thirds 
of the patients develop a relapse—one-third continu- 
ing in remission. In about 20 per cent of the cases, 
splenectomy may ultimately be required. 

The authors advocate a highly individualized pro- 
gram of therapy, involving four features: (1) initial 
treatment with high doses of steroids (100 to 400 mg. 
of cortisone a day) until a remission has been obtained; 
(2) withdrawal of therapy for assessment of permanency 
of results; (3) reinstitution of therapy if relapse occurs, 
then stabilization at a low dosage maintenance level; 
(4) final appraisal as to whether or not splenectomy 
must be performed. At the earliest phase, transfusions 
are often needed to tide the patient over a critical 
period. (Blood, 11:648, 1956.) 


Retrolental Fibroplasia 


A FEW YEARS AGO, it was shown that premature infants 
tended to develop retrolental fibroplasia because of ex- 
posure to high concentrations of oxygen. At present, 
this cause for blindness seems largely preventable by 
keeping incubator oxygen concentrations below 40 
per cent. 

At Harbor General Hospital, Los Angeles, there 
were 14 cases of retrolental fibroplasia among 358 pre- 
mature infants during the period 1952-1954, inclu- 
sive. All were infants under 2,000 Gm. birth weight. 
The rates of the disease for the various years clearly 
indicate the good effect of adoption of the current 
policy regarding oxygen administration (see diagram 


abow:). (California Med., 84:424, 1956.) 
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PREVALENCE OF RETROLENTAL FIBROPLASIA 


AMONG PREMATURE INFANTS 

AT HARBOR GENERAL HOSPITAL. 

uP TO 1954 INFANTS HAD BEEN EXPOSED 
TO HIGH CONCENTRATIONS OF OXYGEN. 


1955 
(first half) 


SINCE THEN CONCENTRATIONS HAVE BEEN KEPT 


BELOW 40 PER CENT. 


Aneurysm of Right Hepatic Artery 


InuI AND FERGUSON reported a case of aneurysm of the 
right hepatic artery, which was treated successfully by 
excision and ligation. The lesion was diagnosed pre- 
operatively, and was the second in the literature to be 
treated successfully by surgical resection. 

The patient was a 33-year-old man who was hospi- 
talized because of gunshot wounds of the epigastrium 
and chest. Abdominal exploration revealed a large 
retroperitoneal mass invoiving the right kidney. A 
right nephrectomy was performed. In spite of persis- 
tent postoperative hemorrhage, the patient improved 
and was discharged from the hospital. Three months 
later he was rehospitalized because of epigastric pain, 
referred to the right shoulder, vomiting and abdominal 
rigidity. With a diagnosis of perforated duodenal ulcer, 
he was re-explored, without significant findings. Post- 
operatively he developed melena and jaundice, with 
recurrent abdominal pain. Three weeks later, because 
of severe shock, re-exploration was carried out. The 
gallbladder was found to be filled with blood clot, 
which led into a false aneurysm. In the depths of this 
aneurysm were seen the ends of the right hepatic ar- 
tery. The aneurysm sac was dissected out, but recon- 
struction of the right hepatic artery was found to be 
impossible. The artery was ligated. The right hepatic 
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duct, which had been injured by the aneurysm, was 
reconstructed over a long-arm T-tube, utilizing the 
dilated cystic duct. The patient made a successful re- 
covery. 

The authors stated that ligation of the right hepatic 
artery under these circumstances is possible with the 
aid of massive antibiotic therapy. (Ann. Surg., 144: 
235, 1956.) 


Spontaneous Regression of Cancer 


EVERSON AND COLE studied over 600 cases of sponta- 
neous cancer regression published or obtained by per- 
sonal communication. Of these they found 47 cases 
with adequate documentation to be accepted as possi- 
bly true regression. In 11 of the 47 cases, regression 
was complete, and verified by microscopic examination. 

Several possible factors responsible for regression 
were suggested. Endocrine influences, particularly in 
management of advanced cancer of the breast or pros- 
tate, may have exerted a beneficial effect on some pa- 
tients. In some, so-called partial surgical removal may 
actually have been complete. Some may have been un- 
usually sensitive to irradiation or other therapy. Fever 
or acute infection may have limited growth of the tu- 
mor. Allergy, interference with nutrition of the tumor 
by division of its blood supply, or removal of the carcin- 
ogenic agent may have produced regression in others. 
The possibility of incorrect diagnosis, or inaccurate 
differentiation between benign and malignant tumors 
may have been a source of error. 

The authors did not imply that spontaneous re- 
gression was synonymous with cure. In a few cases, 
tumors that underwent apparent spontaneous regres- 
sion in one area, flourished unchecked in other areas, 
or reappeared at a later date. (Ann. Surg., 144:366, 
1956.) 


Safety of Stored Liquid Plasma 


HowortH AND Haekster evaluated the incidence of 
serum hepatitis in a group of patients who had been 
given stored liquid plasma. The plasma had been 
maintained at room temperatures (72° to 95°F.) for 
six months or more, to inactivate the hepatitis virus. 
Patients who received it were then followed, and all 
cases of hepatitis were reported. In many instances, 
because of the severity of the injury or disease under 
treatment, blood transfusions were given in addition to 
the plasma. The origin of the hepatitis virus was obvi- 
ously in doubt in these cases. 

Cases were divided into two types. Group I received 
plasma and whole blood. Group II received plasma 
only. In Group I there were 815 recipients of plasma 
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from pools, the donor population of which was 3,773 
individuals. The whole blood exposure was 2,585 
units. Contact was made with 370 of the surviving 
patients. Four in this group contracted jaundice. 

In Group II (plasma only) there were 292 recipients 
of plasma from pools, the donor population of which 
totaled 3,388. Definite data were accumulated on 164 
of these. No jaundice occurred in this group. 

The authors concluded that the activity of the hepati- 
tis virus was eliminated by storage of liquid plasma 
at toom temperatures for six or more months. (Ann. 
Surg., 144:336, 1956.) 


Treatment of Subacute Thyroiditis 


TAYLOR COMPARED the effectiveness and utility of two 
methods of treatment of subacute thyroiditis—x-ray 
therapy and cortisone. In his opinion, although both 
methods are effective, they should be used discrimi- 
nately. 

Cortisone is likely to provide immediate relief of the 
signs and symptoms of subacute thyroiditis. However, 
as in the case of most other disorders for which corti- 
sone may be used, the manifestations of disease are 
likely to reappear when the drug is stopped. This is 
especially true when subacute thyroiditis is severe. For 
that reason, it may be necessary to give the cortisone 
for long periods, thereby increasing the likelihood of 
side effects from the cortisone. 

X-ray therapy works somewhat more slowly in the 
treatment of subacute thyroiditis, but relapses are less 
frequent. For this reason, x-ray therapy may have a 
more logical use whenever subacute thyroiditis is more 
than mild. 

Taylor concludes that further trial should be given 
to combined therapy with cortisone and x-ray. This 
regimen would provide an immediate relief of symptoms 
as a result of cortisone, with insurance against relapse 
by x-ray therapy. Also it would be possible to with- 
draw cortisone early. (Ann. Int. Med., 44:1082, 1956.) 


Thrombocytopenic Purpura Due to Quinidine 


Botton AND DaMESHEK reported five cases of quinidine- 
induced thrombocytopenic purpura and reviewed the 
literature on this subject. The disorder is encountered 
more often in women than in men (six to one) and is 
likely to be observed in older people since this is the 
age groupin which quinidine is commonly administered 
for various cardiac disorders. In most instances there 
had been previous courses of quinidine therapy before 
the onset of purpura. However, the relationship of 
purpura to the duration of quinidine administration 
and to the amount of quinidine was not always clear. 
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In some cases there had been several attacks of purpura 
before a relationship to quinidine was suspected. 

The clinical picture was that of an acute thrombo- 
cytopenic purpura. The bleeding often came on with 
startling suddenness and tended to disappear promptly 
when the drug was withheld. All varieties of purpuric 
manifestations have been observed. Occasionally the 
spleen was palpable. When quinidine administration 
had ceased, purpura usually diminished rapidly in a 
matter of hours or a few days. 

Since the disorder is self-limited, therapy need not 
be used. However, it is probable that natural recovery 
can be assisted with the administration of cortisone or 
by means of platelet transfusions. Diagnosis can be 
made on clinical grounds and can be confirmed by the 
response to a test dose, although the latter method is 
not recommended. This is all the more true since 
serologic tests can yield comparable information with 
perfect safety to the patient. 

Bolton and Dameshek noted that purpura due to 
quinidine is in the nature of a “drug allergy.” It is be- 
lieved that quinidine combines with blood platelets to 
form an antigen. The development of antibodies fol- 
lows. When the antibody titer reaches an appropriate 
level, thrombocytopenia results. (Blood, 11:527, 1956.) 


Artificial Respiration for Two Victims 


How CAN ONE PERSON most effectively provide arti- 
ficial respiration for two victims? This problem had 
arisen in cases of multiple drowning and electrocution. 

A dual method has been devised by Bennett and his 
associates and tested for its efficiency in relation to two 
standard single methods. The two victims are placed 
close together in the prone position (see accompanying 
sketch taken from the authors’ illustration) with their 
adjacent arms extended straight beyond their heads. 
Each head rests, face outward, on the back of the hand 
of the outer arm. The operator kneels astride the two 
outstretched arms and places a hand between the 
shoulder blades of each back. After applying pressure 
on each back while rocking forward on his knees, he 
grasps the outer two elbows as he rocks backward. 
After the pull, the elbows are dropped and pressure 
again applied, the complete cycle being repeated 12 
times a minute. 

This dual method was compared to the Nielsen and 
Schafer methods of artificial respiration for a single 
victim. (Selected conscious subjects were used in the 
study. The authors show that the results are valid for 
comparison with tests made by others on unconscious 
subjects.) 

The Nielsen method was found to be 96 per cent 
more efficient than the Schafer method in terms of 
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tidal volume exchanged. The dual method of Bennett 
was 74 per cent more efficient than the Schafer method 
for each subject. Measurement of the work performed 
by the operator revealed that the Nielsen method re- 
quired 18 per cent more effort than the Schafer meth- 
od. The dual method required 64 per cent more work 
than the Schafer method. (J. Applied Physiol., 8:603, 
1956.) 


Cortisone to Prevent Esophageal Stricture 


PRIOR TO THE USE of cortisone for lye burns of the 
esophagus, experience had led Ray and Morgan to 
expect 25 to 50 per cent of the patients to develop 
esophageal strictures. These, of course, are distressing 
problems, requiring periodic bougienage for two years 
or longer. 

Experimental studies and isolated clinical reports of 
steroid inhibition of esophageal stricture prompted 
these authors to treat 11 children, ages 1 to 4, with 
cortisone and antibiotics for lye burns of the esophagus. 
Seven were severely burned, and complete esophageal 
obstruction due to inflammatory edema was already 








The two maneuvers by operator in performing artificial resprration 
simultaneously on two subjects. (Taken from authors’ photograph, 
J. Appuiep Puysiot., 8:603, 1956.) 
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present in two. Four were classed as mild burns with 
dysphagia. 

Cortisone in doses of 25 mg. was given intramuscu- 
larly every six to eight hours during the period of 
dysphagia, and orally thereafter for seven to 30 days. 
Antibiotics were given simultaneously. (Initial experi- 
mental studies revealed a high incidence of suppurative 
infections in the thorax when esophageal lye burns 
were treated with steroids alone.) 

In ten patients in whom steroid therapy was begun 
within 24 hours of the lye burn, no esophageal stric- 
tures developed. One child did not enter the hospital 
until the fourth day following ingestion of lye. Despite 
marked initial improvement on cortisone, this child 
developed an esophageal stricture three months later 
that has required bougienage. No complications of 
cortisone therapy were observed. (J. Pediat., 49:394, 
1956.) 


lodide “‘Mumps” 


SUSSMAN AND MILLER report two cases in which swelling 
of salivary glands followed intravenous urography 
with new organic iodide preparations. In both instances 
the swellings appeared two days after injection of 
organic iodides and disappeared within a week. The 
parotid glands were involved in one patient, the sub- 
maxillary glands in the other. The authors noted that 
awareness of this mechanism for ““mumps,”’ may obviate 
“embarrassing, tedious and sometimes costly investi- 
gations.” (New England J. Med., 255:433, 1956.) 


Murmurs in Arterial Obstruction 


THE AORTIC ARCH SYNDROME (“‘pulseless”’ disease) is 
characterized by partial occlusion of the aortic arch and 
its great vessels due to syphilitic aortitis and arteritis 
with or without aneurysm formation, atheromatosis, so- 
called giant cell arteritis, chronic dissecting aneurysm, 
thrombophilia, and perhaps chest trauma. 

Myers and his associates describe a case of aortic arch 
syndrome with a continuous bruit at the base of the 
neck. They also reviewed eight previously observed 
cases of such bruits. These murmurs were reminiscent 
of a large arteriovenous fistula and were heard in the 
reported cases on either the right or the left side of the 
neck, generally just above the corresponding sterno- 
clavicular joint. 

The authors hypothesized that the murmur might be 
due simply to the partial occlusion of a major artery 
under circumstances where neighboring arteries that 
would ordinarily provide collateral circulation to the 
domain of the obstructed artery, were also severely oc- 
cluded and therefore could not supply such collaterals. 
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Accordingly, the pressure beyond the point of partial 
obstruction in the first artery would not only be dimin- 
ished in systole but would remain low in diastole in the 
absence of significant collateral inflow. This would pro- 
vide at all times a considerable pressure gradient across 
the area of partial occlusion, which would allow enough 
flow during diastole as well as systole to produce a con- 
tinuous murmur. 

In every reported instance in which a continuous 
murmur has been heard, every artery from the aortic 
arch supplying the head and arms has been severely in- 
volved. The authors supplied experimental evidence to 
substantiate their hypothesis by performing partial ar- 
terial occlusion in dogs under circumstances where col- 
lateral arterial by-pass was prohibited. (Arch. Int. Med., 
97:726, 1956.) 


Sitosterol in Hypercholesteremia 


BECAUSE OF CONFLICTING REPORTS of the effect of orally 
administered plant sterols on the serum cholesterol 
level, Sachs and Weston determined the effect of the 
prolonged administration of sitosterol therapy on the 
serum cholesterol and lipoproteins of normal subjects 
and of hypercholesteremic patients with disorders of 
lipid metabolism. 

There was a consistent reduction in serum choles- 
terol observed in the normal group of individuals. One 
patient with xanthomatosis demonstrated a significant 
fall in serum cholesterol. The xanthomas stopped grow- 
ing during sitosterol therapy but grew rather rapidly 
when sitosterol was discontinued. 

Some of the patients with disorders of lipid metabo- 
lism had a rise in serum cholesterol levels during sitos- 
terol administration. The authors suggested that in 
these subjects, either decreased absorption of cholester- 
ol may stimulate increased endogenous production, or 
small amounts of sitosterol may be absorbed, poorly 
removed from the circulation and spuriously analyzed 
as cholesterol in the serum. Of two patients with 
coronary artery disease, one exhibited a significant fall 
in serum cholesterol level, which rose after sitosterol 
was discontinued. (Arch. Int. Med., 97:738, 1956.) 


Eyeball Bruits 


MOST PHYSICIANS are aware that a bruit sometimes can 
be heard over the skull in patients having cerebral 
vascular lesions. Cohen and Miller urged that auscul- 
tation of the skull always include use of the stetho- 
scope over the eyeball. By using this maneuver, they 
discovered seven patients having an eyeball bruit. In 
six of the seven cases the bruit was audible only at 
the eyeball. 
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The eyeball bruit was a soft systolic blowing sound. 
In three instances it was bilateral (two cases of anemia, 
one case of angioma). The authors noted that arterio- 
sclerosis of the carotid artery is probably a common 
cause. Thus, in three of their cases, the bruit was 
caused by arteriosclerotic narrowing of the internal 
carotid artery, and in another case the bruit was due 
to thrombosis of that vessel. (New England J. Med., 
255 :459, 1956.) 


Leukemia and Hyperuricemia 


BRUTSCHE AND DoERNER report a case of chronic lym- 
phocytic leukemia demonstrating hyperuricemia with 
significant packing of the urinary tract with uric acid 
crystals. The authors note that although this may be 
seen in the untreated leukemic patient, it is more com- 
monly observed following therapy by agents that cause 
rapid cell destruction. The increased cell destruction 
results in increased breakdown of nucleoprotein with 
liberation of uric acid. This in turn causes an increased 
urinary excretion of uric acid and its salts. In the au- 
thors’ case, enlargement of the retroperitoneal lymph 
nodes causing partial ureteral obstruction was an addi- 
tional factor leading to symptoms of renal colic. (Arch. 


Int. Med., 97:817, 1956.) 


Pulmonary and Intestinal Tuberculosis 


MITCHELL NOTED a possible relationship between the 
type and distribution of pulmonary tuberculous lesions 
and the presence of intestinal tuberculosis. Thus, pa- 
tients with bilateral symmetrical diffuse nodular pul- 
monary tuberculosis had intestinal tuberculosis in 43.2 
per cent of the cases. On the other hand, in the pres- 
ence of the more common and characteristic distribu- 
tions of pulmonary tuberculous shadows, only 7.2 per 
cent showed intestinal tuberculosis. To be classified as 
an example of bilateral symmetrical nodular distribu- 
tion of the abnormal roentgenographic pulmonary 
shadows, there must be diffuse finely nodular densities 
most intense at the apices, gradually disappearing to- 
ward the bases, and approximately equal in distribu- 
tion and intensity in the two lungs. 

The patients with bilateral symmetrical diffuse nod- 
ular tuberculosis, regardless of coexistence of intestinal 
tuberculosis, had a much poorer long-term prognosis 
than patients with other forms of pulmonary tubercu- 
losis. The author speculates that the bilateral diffuse 
nodular form of tuberculosis probably represents a 
nonmiliary hematogenous dissemination of disease, 
frequently originating from drainage of tubercle bacilli 
into the thoracic duct from a tuberculous intestine. 
(Dis. of Chest, 29:669, 1956.) 
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Serum Protein Measurements 


Workinc at a blood donor center in Philadelphia, 
Rawnsley, Tonan and Reinhold found that serum 
gamma globulin levels are normally higher in Negroids 
than in Caucasoids. The mean values, shown in the 
illustration above, support the authors’ thought that 
the racial difference is large enough to require the 
use of separate standard values when gamma globulin 
and other serum protein measurements are made. 
(Sctence, 123:991, 1956.) 


Blastomycosis of Bone 


CARNESALE AND STEGMAN reported four cases of blas- 
tomycosis of bone. They outlined the symptoms, diag- 
nosis and treatment of this rare infection. 

The authors stated that transmission of the fungus 
of blastomycosis from one individual to another is rare. 
Passage of the organism from animals to man was sug- 
gested. 

The respiratory tract was indicated as the most 
common portal of entry for the blastomyces, spread 
from the lungs occurring through the lymphatic, lym- 
phohematic or intracanalicular routes. Areas of injury 
or lowered resistance were often found to be a site for 
localization from the primary pulmonary source. 
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The writers thought that the diagnosis of blastomy- 
cotic osteomyelitis should be considered whenever bony 
malignancy or granuloma is suspected. Absolute proof 
of the diagnosis depends on culture of double-walled, 
single-budding yeast cells. The characteristic roent- 
genographic appearance described was destruction of 
small circumscribed areas of subepiphyseal or subar- 
ticular bone, with surrounding mature and homoge- 
neous periosteal bone. In contrast, tuberculosis lesions 
are irregular, and adjacent bone texture is markedly 
decalcified. 

The four cases presented were treated successfully 
by different methods. Incision and drainage, curette- 
ment or amputation is indicated (1) if the lesion is 
isolated, (2) in active peripheral lesions which, though 
secondary, may act themselves as foci for added dis- 
semination, and (3) in actively draining sinuses and 
ulcers which may cause severe disfigurement. Other 
methods of therapy include irradiation, antibiotics, ar- 
senicals, copper sulfate and iodides. The iodides are 
the most widely used. 

The cases reported have been arrested for from two 
to almost seven years. (Ann. Surg., 144:252, 1956.) 


Calcification Within Solitary Pulmonary Nodule 


THE PRESENCE of calcification within a solitary intra- 
pulmonary tumor is commonly regarded as evidence of 
its benign character. For this reason, excision is ordi- 
narily considered unnecessary. Davis, Katz and Peabody 
report a case in which a small, circumscribed, partially 
calcified apical nodule proved to be a bronchogenic 
carcinoma. 

The authors emphasize that whereas calcification in 
the form of diffuse stippling, inner laminations, outer 
ring, or a relatively large central core almost assuredly 
indicates a granuloma, a few flecks of calcium are much 
less reassuring. They further emphasize that any in- 
crease in the size of the nodule is a cause for alarm, 
regardless of the presence of calcification. (Am. Rev. 


Tuber., 74:106, 1956.) 


Breast Cancer and Pregnancy 


Wuirte AND WuirTe studied a group of patients who 
developed cancer of the breast during pregnancy or 
lactation, and reported their treatment results. They 
also included a group of patients who became pregnant 
at varying intervals after radical mastectomy for cancer 
of the breast. 

Six of 12 patients who were treated promptly by 
radical mastectomy for cancer localized to the breast 
during pregnancy, survived for five years or more. On 
the other hand, only two of 25 such patients with 
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axillary spread survived five years or more. Delay in 
treatment, due to failure to diagnose the presence of a 
tumor in the enlarged breast of lactation, averaged 
7.6 months. In three cases, the delay was due to con- 
fusion of the tumor with inflammation. 

The authors concluded that patients treated during 
pregnancy or nursing, without spread of the disease 
beyond the breast, have a prognosis similar to that of 
cancer of the breast in the nonpregnant. They noted 
however, that patients with spread of their disease are 
usually in a very advanced state, and their prognosis is 
poor. Abortion could not be shown to have any definite 
influence on the course of the disease. 

The prognosis of patients who became pregnant after 
operation for breast cancer appeared to be unusually 
good. The interval between operation and pregnancy 
did not appear to be important. (Am. Surgeon 144:384, 
1956.) 


Electrocardiogram in Serum Sickness 


SERUM SICKNESS produces widespread vascular damage. 
Autopsies in such cases have revealed coronary arteri- 
tis, myocarditis and pericarditis. Experimentally, hy- 
persensitivity causes a variety of lesions involving the 
myocardium and coronary arteries. 

The observation of marked electrocardiographic al- 
terations in a patient with serum sickness prompted 
Contro and Mond to review serial electrocardiograms 
taken in 22 patients who met rigid criteria for the 
diagnosis of serum sickness. Abnormal patterns were 
found in 11 patients (50 per cent). In eight, the changes 
were nonspecific ST-T alterations. These all reverted 
to normal within four weeks. They were most marked 
at the height of the sensitivity reaction. In the remain- 
ing three, the electrocardiographic diagnoses were 
transitory left heart strain, acute pericarditis and atypi- 
cal recent myocardial infarction. In the last two in- 
stances, the abnormalities persisted for more than four 
weeks. 

Symptoms or signs referable to the cardiovascular 
system were frequent in these patients. Seven had pre- 
cordial pain, six had tachycardia, two showed a marked 
drop in blood pressure, two developed murmurs and 
one had a pericardial friction rub. In contrast, nothing 
clinically suggesting cardiovascular involvement was 
found in the 11 patients with no electrocardiographic 
alterations. 

This study reveals the value of electrocardiograplhy 
in serum sickness. In view of the known cardiac effects 
of the hypersensitivity reaction, the authors advocate 
immediate steroid therapy when electrocardiographic 
abnormalities appear in patients with the serum sick- 
ness type of reaction. (Am. Heart J., 52:510, 1956.) 
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Special Features 


Progress Report: Committee on Medical Practices 


The AMA House of Delegates in November, 1955, created 
a continuing Committee on Medical Practices. Three 
members of this five-man committee are Academy mem- 
bers. The committee reports below on its activities relating 
to relative values of medical and surgical fees, arbitrary 
discrimination against general practitioners in hospitals, 


and other problems relating to the general practice of 
medicine. This report was presented to the AMA House of 


Delegates at its November meeting in Seattle —PuBLISHER 


THe COMMITTEE ON MEDICAL Practices has met on two 
occasions since presenting its first progress report to 
the House of Delegates last June. The committee in- 
vited to these meetings a number of individuals whose 
positions and backgrounds would provide both neces- 
sary information and useful advice. Included in this 
group were representatives from various AMA depart- 
ments and Dr. J. S. DeTar and Mr. Mac Cahal of the 
American Academy of General Practice, Dr. Robert 
Davison of the University of Tennessee School of 
Medicine, Dr. Dean Smiley of the Association of 
American Medical Colleges, Dr. Kenneth Babcock of 
the Joint Commission on Accreditation of Hospitals, 
and Dr. Madison Brown of the American Hospital 
Association. As a result of these conferences, your 
committee is fully aware of the complex problems it is 
considering. It also appreciates the need for coopera- 
tion from others concerned with these problems both 
within and outside the AMA. 

The resolution creating this committee referred 
specifically to the report of the ad hoc Committee on 
Medical Practices, Dr. Stanley Truman, chairman, 
and contained five instructions. These instructions will 
be discussed individually. 


GP February 1957 


Need Further Study of Fees 


1. The first instruction was “That a continuing Com- 
mittee on Medical Practices be created in the American 
Medical Association to conduct a study of the relative 
value of diagnostic, medical, and surgical services and 
to report its findings and recommendations to this House 
in the same manner as is now followed by other commit- 
tees and councils of the Association.” 

The committee agrees that relative inequities exist 
in remuneration for medical and surgical services and 
that a relative value scale on a national basis might 
have merit. However, such a scale would be more use- 
ful and practical if developed on local or regional 
levels. It should be borne in mind that this scale would 
either tend to increase the relative value of nonsurgical 
services or reduce the relative value of surgical services. 
Whether the public or the medical profession is pre- 
pared to accept such a move is open to question. 

Furthermore, it is the committee’s understanding 
that the cost of a project designed to develop such a 
relative value scale on a national basis would run as 
high as $200,000. Such an expenditure, in the absence 
of real experience as to the outcome, effect and ac- 
ceptance of a relative value schedule, would obviously 
be unwise at this time. 

We have reviewed the relative value schedule being 
established in California, the customary fee schedule 
in Erie County, New York, and other similar projects. 

The great variations in fees actually charged for 
medical and surgical procedures within each com- 
munity and between communities present some dif- 
ficult statistical problems. The term “relative value 
fee index” implies to many physicians a single value 
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(points) for each procedure. If physicians throughout 
the United States, in a carefully drawn sample of all 
practicing physicians, were requested to report the 
fees they usually charge for the procedures they 
actually perform, the resulting compilation would show 
wide ranges in the fees charged for practically every 
procedure. 

Should the fee reported by the largest number of 
physicians be selected as the representative fee? 

Instead of the mode, should the median fee be 
selected? Should either the mode or the median be 
selected unless they agree and unless one-fourth, one- 
third, or one-half of the physicians in the sample re- 
port that they charge precisely that fee? 

After considering this statistical problem of selecting 
a representative fee for each procedure, the committee 
concluded that the variations in fees actually charged 
across the country probably would be too great to war- 
rant a single fee (points) for each procedure. Ap- 
parently a range of points for many procedures would 
be more realistic from a statistical standpoint but might 
not satisfy many who want a single index (points) for 
each procedure. 

In view of the above, it is the opinion of this com- 
mittee that it should defer work on a relative value 
schedule for the whole of the practice of medicine and 
surgery until it has conferred with representatives of 
medical organizations throughout the country that 
have developed such scales. The committee feels that, 
despite the probable cost, the rapid spread of voluntary 
insurance coverage including national accounts, and 
the increasing need of local voluntary plans for 
guidance, make further study in this field a necessity. 
Time is required also for study of the state schedules 
involved in the Medicare program. 

The committee, therefore, will undertake requests 
to study the problem of a relative value scale in all its 
ramifications. 


Implement Public Education 


2. A second instruction by the House was ‘‘That this 
committee cooperate in every way and assist the public 
relations department of the American Medical Association 
to present a program of public education designed to bring 
about a better understanding of all fields of medical 
practices.” 

The original report of the Truman Committee on 
Medical Practice contained three specific recommenda- 
tions concerning public education and involving public 
relations. After acceptance of the report by the House 
of Delegates, the department of public relations im- 
plemented these recommendations in the following 
manner. 
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RECOMMENDATION No. 1 


That a program of public education on the value 
of diagnostic and medical work be fostered by thie 
AMA department of public relations to increase 
public appreciation of nonsurgical work. 


IMPLEMENTATION 


A. A 16-mm., 28-minute television film entitled 
“Even for One” has been produced and is scheduled 
for release to television stations January 1, 1957. The 
film features, in a dramatic fashion, the importance 
of medical diagnosis and judgment in providing 
medical care. The approach is positive in creating 
a greater appreciation of nonsurgical work rather 
than attempting a comparison with surgery. 

B. The weekly television series ‘Medical Hori- 
zons” sponsored by Ciba features medicine over 
surgery four to one, as a result of our consultation 
and recommendations. 


RECOMMENDATION No. 2 


That the public be informed to what degree 
medicine is an exact science and be informed that 
doctors are not infallible. 


IMPLEMENTATION 


A. To All My Patients” pamphlet was produced 
with this recommendation in mind, as evidenced by 
the following excerpts: 

“When the cause of your trouble is determined, 
treatment will be prescribed. It may take the form 
of medicine, surgery, special diets or other direc- 


ful results in every instance. The practice of medicine 
is so completely an individual matter that the same 
medicine, for example, may not be equally effective 
in treating two people with similar conditions. We 
all apply our knowledge and skill, plus all the tech- 
nical resources at our command, to the medical 
problems of each of our patients.” 

‘I may wish to share the responsibility for your 
diagnosis and treatment with another doctor. 
Another medical opinion often is helpful in plotting 
the correct course of treatment. If consultation 
seems advisable, I will talk it over with you and 
suggest the names of qualified men. Or, if I do not 
suggest it and you would like consultation, please 
feel perfectly free to ask for it. I should like the 
opportunity of advising you in regard to the experi- 
ence and capability of the consultant you request.” 

More than three million of these pamphlets have 
been distributed by the profession during the last 
year. 
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B. In many of the speeches prepared by the de- 
partment for public presentation, the point has been 
emphasized that medicine is not an exact science 
and that doctors are not infallible. 


RECOMMENDATION No. 3 


That the public be informed at exactly what point 
the doctor can be expected to subordinate his normal 
self-interest in order to safeguard the patients’ vital 
interest. 


IMPLEMENTATION 


A. An effort has been made to carry out this 
directive in much of the writing emanating from 
the department of public relations. However, it must 
be admitted that ‘‘exactly what point” is extremely 
difficult to determine and will vary depending on 
the dedication of the physician involved. 

B. It is constantly reiterated and explained that a 
physician must earn a living for his family, that he 
has an average 40 per cent business expense on 
gross income, and finally, is worthy of his hire. 

The department of public relations expects to con- 
tinue its efforts to implement the above recommenda- 
tions during the coming year; and, since the problem 
of creating a favorable climate for acceptance of any 
change in medical practice values involves the pro- 
fession primarily, the AMA public relations depart- 
ment is extending its program of public education on 
the “value of diagnostic and medical services” to 
include the medical profession. 

“Public education” is a function of the public rela- 
tions department and Bureau of Health Education. 
Therefore, rather than to develop a parallel public 
relations project with this committee, we recommend 
that these divisions of the AMA be requested to con- 
tinue their present efforts along this line and to further 
develop this area of public education. Your committee 
will keep in touch with the directors of these depart- 
ments and offer such guidance and assistance as may 
be helpful in carrying out instruction No. 2. 


Boost General Practice Studies 


3. The third and fourth directives were “That this 
committee be directed to utilize all possible means to 
stimulate the formation of a department of general prac- 
tice in each medical school” and “that the American 
Medical Association approve medical school teaching 
programs which afford the medical student opportunity 
for experience in the general practice of medicine.” 

The committee heard statements from a number of 
persons qualified to speak on this subject and conducted 
an extended discussion on the pros and cons, as well 
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as alternatives. We are in agreement that it is desirable 
for medical schools to offer educational programs de- 
signed to aid the student in developing basic knowledge 
essential to any and all aspects of medical practice. 
The schools should provide the opportunity to gain 
a concept of the challenges and responsibilities of the 
family physician or general practitioner, as well as 
those inherent in the specialty fields. We are also 
agreed that students should be encouraged to consider 
seriously general practice as their objective. 

It is evident to the committee that much yet needs 
to be done toward developing a satisfactory definition 
of general practice. The definition should be in keep- 
ing with current knowledge and needs so that it may 
be possible to determine more adequately the best 
indoctrination for individuals who plan to enter general 
practice. At present, many different approaches are 
being utilized in both undergraduate and graduate 
medical education. Some medical schools offer pre- 
ceptorships in general practice; others include family 
care programs, comprehensive medical care clinics, 
general medical clinics, or general practice depart- 
ments. Medical educators are probably more genuinely 
concerned today than ever before in regard to the 
patient as a person in a given environmental situation. 
However, in view of the variation of the programs, the 
different experimental approaches utilized and the 
absence of any one outstandingly successful and univer- 
sally applicable approach, the committee believes there 
is need for a long-term cooperative study on the part 
of the Council on Medical Education and Hospitals, 
the Association of American Medical Colleges, the 
American Academy of General Practice, and repre- 
sentatives of the specialty areas. Such a study group 
could objectively analyze the best background prepara- 
tions for general practice and make appropriate recom- 
mendations. 

It is therefore recommended that such a study group 
be formed and assigned this task. 


Discourage Hospital Restrictions 


4. The fifth directive was ‘‘That this committee use its 
influence to discourage any arbitrary restrictions by hos- 
pitals against general practitioners as a group or as 
individuals.” 

It is the accepted policy of the AMA that a physician 
should be considered for staff privileges on the basis 
of his professional qualifications. It has never been 
intended that any specific group of physicians be ex- 
cluded, whether specialists or general practitioners. 

At the Chicago meeting in June, 1956, the report 
of the Reference Committee on Medical Education and 
Hospitals was approved. This report stated: 
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**The committee calls attention to the fact that in 


some areas staff appointments are based on board ac- 
creditation or membership in specialty societies. The 
committee strongly believes that these appointments 
should be based solely upon the physician’s profession- 
al ability and ethical conduct without regard to his 
classification as a general practitioner or a specialist.” 

**The committee recommends that the commissioners 
to the Joint Commission on Accreditation of Hospitals 
appointed by the Board of Trustees of the American 
Medical Association urge that commission to study: 

**1. The problems of the exclusion from hospitals 
and arbitrary limitation of the hospital privileges of 
the general practitioner; and 

**2. Methods whereby the following stated principles 
may be achieved: 

“The privileges of each member of the medical staff 
shall be ‘determined on the basis of professional quali- 
fications and demonstrated ability.’ 

**Personnel of each service or department shall be 
qualified by training and demonstrated competence, 
and shall be granted privileges commensurate with 
their individual abilities.” 

For more than ten years the Council on Medical 
Education and Hospitals of the AMA has been stress- 
ing this point. The primary problem would appear to 
be one of informing physicians, hospital administrators, 
hospital trustees and medical societies of this policy. 
Specialty groups should also be informed. 

This committee will continue to work on this problem 
and recommends that the department of public rela- 
tions, the Council on Medical Education and Hos- 
pitals, and the American Hospital Association and the 
Commission on Hospital Accreditation be requested 
to cooperate in publicizing the statement adopted in 
June, 1956, to all parties vitally concerned. 

5. The final directive was, ‘‘ Subject to review by counsel 
of the American Medical Association, the representatives 
of the Association on the Joint Commission on Accredita- 
tion of Hospitals be instructed to stimulate action by that 
body leading to the warning, provisional accreditation, or 
removal of accreditation of community or general hospitals 
which exclude or arbitrarily restrict hosjrital privileges 
for generalists as a class regardless of their individual 
professional competence, after appeal to the commission 
by the county medical society concerned.” 
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Your committee has had the benefit of counsel from 
the AMA law department and from representatives of 
the Council on Medical Education and Hospitals, 
American Academy of General Practice, American 
Hospital Association and Commission on Accreditation 
of Hospitals in considering this directive from. the 
House. In view of suggestions made by these groups, 
the committee recommends that this directive be 
amended by adding the underlined phrase as shown 
below: 

**The AMA representatives on the Joint Commission 
on Accreditation of Hospitals be instructed to stimulate 
action by that body leading to the warning, provisional 
accreditation, or removal of accreditation of community 
or general hospitals which exclude or arbitrarily re- 
strict hospital privileges for generalists as a class regard- 
less of their individual professional competence where 
such policies adversely affect the quality of patient care 
rendered. Any action taken should be only after appeal 
to the commission by the county medical society con- 
cerned.” 

This revision maintains the sense of the statement 
and now is free from legal objection. 

In conclusion: The meetings of the Committee on 
Medical Practices have clearly demonstrated that grave 
differences of opinion are more apparent than real. It 
has been pointed up vividly that conferences can bring 
divergent views sharply into focus and clarify them to 
everyone’s mutual satisfaction. It is to be deplored that 
various individuals and segments of the medical profes- 
sion make sweeping and inaccurate statements for 
public consumption without prior consultation with 
other interested and informed groups. Such incidents 
can give rise to poor public relations and create a false 
impression of friction within the medical profession. It 
would be well if each one of us read and adopted as a 
slogan the first sentence of the Secretary's Letter of 
October 15, 1956, namely, “Coming together is a begin- 
ning; keeping together is progress; working together 
is success.” 

Respectfully submitted, 
Warpe B. ALLAN, M.D., Chairman 
Lester D. BIster, M.D. 
W. ANDREW BuNTEN, M.D. 
R. B. Rosins, M.D. 
E. G. SHELLEY, M.D. 
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This ts the second article of a two-part feature on traffic 
safety. The first part was concerned with the dilemma, the 
doctor’s responsibility, and medical and nonmedical 
efforts in the field to date. This second article outlines 
specific, new medical approaches to help control the toll of 
life and suffering.— PUBLISHER 


To MANY it is clear that a bold, new approach is needed 
to diminish the nation’s mounting traffic toll. The 
National Safety Council reports an estimated all-time- 
high traffic death record of 40,200 in 1956. Fatalities 
for the Christmas and New Years weekends were 706 
and 409 respectively. 

The doctor will need “‘to find his place and fillit.” 
First of all, medical groups should be aware of the basic 
contributions being made to motorist safety and should 
offer their opinions and encouragement. 

As one example, doctors, who know more about 
motorcar crash injuries than any other group, are the 
logical leaders in the movement to make the seat belt 
universal. Physicians can cooperate by adopting safety 
belts and by reporting types of injuries, or lack of in- 
juries, to persons wearing belts during crashes. 

Many people are convinced that automobile manu- 
facturers will furnish a safe car if they can be convinced 
that the motoring public wants it. The safety belt is 
regarded as the most important protective device in an 
automobile. ‘When a driver is belted in,” it is fre- 
quently said, “he wears the car as a suit of armor; when 
he is loose within the car, he is like a china cup in an 
empty barrel.” Nevertheless, it probably will require 
several years of demonstration and education to induce 
motorists to use safety belts. 

Much research remains to be done to give doctors 
the data they need to cope with this problem. 

One phase of the problem may be classified as the 
internal automotive environment in accidents. “It has 
been found that the body’s tolerance to high decelera- 
tive forces depends not only upon the magnitude of the 
forces acting upon the occupants but also on the direc- 
tion of the forces, their duration and rate of application, 
and the area of the body over which the forces are dis- 
tributed,” Dr. Jacob Kulowski, St. Joseph, Mo., re- 
ported recently in The Journal of the Kansas Medical 
Society. “All of these factors are highly variable under 
accident conditions. Medical groups are particularly 
interested in gathering valid data on the area of the 
body over which the forces are distributed, because it 
seems to be the most complex of these problems.” 


Need Doctors’ Advice 


Dr. Kulowski, a member of the special committee of 
the American Medical Association that is making a 
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Traffic Safety: The Doctor's Role— Part Ii 


LOIS LAMME 


ef 


The Indiana State Police in 1949 originated the research project which 
has led to safety features in automobile design. Later, the medical pro- 
fession was invited to assist in determining fatal factors in automobile 
accidents. Doctors who treat crash victims now complete a State 
Police medical form which describes in detail the cause of injury or 
death. Sgt. Elmer C. Paul (second from right above), who developed 
the study program now in use in various parts of the nation, instructs 
investigators what to look for in preparing a crash injury report. 


study of automotive safety design, also suggested that 

the first-aid methods should be revised in keeping with 

intcreasing needs and that first-aid training should be ° 
given truck drivers, bus drivers and ambulance atten- 

dants. Doctors also can aid in encouraging driver pro- 

ficiency of both parents and children at the local 

community level. 

Doctors, and only doctors, can give specific advice 
regarding the driving of automobiles when applicants 
for licenses have pertinent physical diseases or dis- 
abilities, emotional disturbances, or when they are re- 
quired to take certain drugs. 

Diabetes, heart conditions, visual defects, epilepsy 
and other neurologic diseases are only a few of the 
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Indiana State Police investigations show that about 43 per cent of mo- 
tor vehicle occupant fatalities occur when the victim is hurled violently 
against interior projections or is thrown from the car. In a study of 495 
fatal accidents, in which 1,858 people were in the vehicles involved, 
626 (33 per cent) of the victims were ejected from the vehicle, suffering 
various degrees of injury. The major manufacturers in Detroit are 
using these facts—gleaned from broken bodies and twisted wreckage 


hil 


—to design safer aut 





conditions that present specialized problems. The ne- 
cessity of taking certain drugs which affect the individ- 
ual’s mental and physical reaction time also raises a 
problem. 

Compulsory, countrywide periodic re-examination of 
motor vehicle operators has been suggested by some 
safety experts. In many cases, a driver may learn that 
he has a physical infirmity which often can be cor- 
rected. Re-examination is urged especially for drivers 
who are involved in two or more accidents within a 
year. Some authorities recommend compulsory medi- 
cal examinations before issuance of the first license. 
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Germans Study Violators 


German scientists recently have been experimenting 
with giving high doses of vitamin A to accident-prone 
drivers. The Karlsruhe Institute found that all of the 
152 accident-prone drivers tested revealed below-ior- 
mal attentiveness which was markedly improved after 
daily doses of vitamin A, presumably because of a 
salutary effect on the autonomic nervous system. An- 
other German study revealed that very small amounts 
of alcchol, taken in combination with certain medica- 
tions, can also cause impaired driving ability. 

Medical evaluations should be coordinated with laws, 
codes and enforcement. If local, state and national 
authorities will demand driver screening, medicine’s 
role will be pre-eminent and exacting in establishing 
adequate medical standards of licensure. 

Doctors will have to aid the courts and traffic author- 
ities by making objective examinations of problem 
drivers and by furnishing realistic evaluation in these 
cases. Reasonable and reliable standards will have to 
be developed to establish mental, emotional and physi- 
cal fitness of automobile drivers for guidance of driver 
licensing authorities. Doctors will have to re-evaluate 
drugs from the point of view of their impact on driver 
proficiency. 


Name Largest Cause 


There is increasing evidence that the basic personality 
of each driver is the largest single cause of accidents and 
that it plays an important part in accidents where other 
factors can be isolated. For example, while vehicle de- 
fects may cause an accident, the tendency would be for 
certain personality groups to become involved because 
of their faulty attitudes toward such things as faulty 
brakes, poor headlights, etc. 

Lieutenant McGuire, at the United States Naval 
Hospital, Philadelphia, in extensive studies of per- 
sonality types, found that those individuals who tend 
to be accident free tend also to be more mature, more 
conservative, and more intellectual and thoughtful, to 
have a higher aspiration level, and to have had a 
happier childhood than did other drivers. 

The large difference between these groups and the 
significance of this difference led Lieutenant McGuire 
to hypothesize that at least 80 or 90 per cent of all 
automobile accidents that occur beyond chance are 
caused by the interplay between the basic personality 
of the driver and his driving environment. If this is 
true, he concluded, any safety program designed ac- 
cording to the basic behavior traits of the accident-pro- 
ducing driver is pointing itself directly at the core of 
the problem instead of dissipating its energy by trying 
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to reach all drivers, accident-producing or not, and 
reaching them in terms of factors that do not neces- 
sarily influence their accident-producing behavior. 


Sees Wasted Effort 


There is no logic, Lieutenant McGuire avers, in try- 
ing to impress a driver with the need for safe driving 
if he is already cautious, conservative and respectful of 
the rights and safety of others when he is behind the 
wheel. By the same token, there is no logic in spending 
time and money trying to impress a person with the 
need for respecting the driving rights of others if his 
personality dictates that he indulge in antisocial and 
asocial behavior. No simple plea to reason ever in- 
fluenced the conduct, for example, of the confirmed 
sociopath. 

Six general personality groups can be defined, 
Lieutenant McGuire explains. He believes our present 
knowledge has advanced to the point where we can be- 
gin to develop a program that will diagnose and treat 
drivers on the basis of their particular personality pat- 
terns. The proper procedures would seem to be 
personal contact based on psychotherapeutic princi- 
ples and mass communication based on the emotional 
interest of the public. Lieutenant McGuire stresses 
that any approach based upon persuasion and logic 
alone must be considered minimally effective. 


Proposes Specific Attacks 


The first method can best be used within limited 
groups, such as taxi drivers and military units. It 
would involve the screening for psychotherapy of the 
most likely candidates already in the group and the 
screening of new applicants. Among the former, treat- 
ment need be applied only to those who hold the best 
promise of responding and who cannot be discharged 
or shifted to nondriving positions. Among the latter, 
there would be no need for treatment since they would 
not be accepted into the group if it could be avoided. 

The second method (mass communication) is not 
only applicable to the general public but can be tailored 
to suit particular segments of the population. Since it 
is possible to better know the personality characteris- 
tics of a delimited group, safety experts can develop 
special forms of mass media (e.g., literature, confer- 
ences, safety campaigns, et cetera) that are better 
suited to the emotions and feelings of the subgroups 
they are designed to reach. In such a situation, the 
two methods would be closely interwoven. 

Rudolph F. King, registrar of motor vehicles of 
Massachusetts, says the most powerful influence in 
preventing highway accidents is the motorists’ fear of 
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having their licenses suspended or revoked. Records 
show that states in which motor vehicle administrators 
have the authority to suspend licenses have better road 
safety rates and fewer fatalities. 


Outline Comprehensive Program 


Another imaginative program is the proposal to 
improve driver control in the District of Columbia, 
prepared by Dr. H. S. Hoffman. His recommendations 
are based on 40 years of driving experience and ob- 
servation of automobile traffic, plus active membership 
in four traffic committees. 

The plan calls for establishment of an agency with 
adequate personnel and facilities to make psychologic 
and psychiatric examinations of automobile drivers 
involved in repeated traffic violations and accidents 
referred for study by the court and the director of 
vehicles and traffic. 

Dr. Hoffman’s proposal, below, is the result of much 
study and thoughtful consideration of the many facets 
of the traffic safety problem: 


Objectives: 


1. To examine and evaluate mental and emotional 
characteristics of licensed automobile drivers involved 
in repeated traffic violations and/or accidents, and to 
advise the referring agency of the findings. 





The driver and right-front seat p ger locati contribute sub- 





stantially to the death totals due to head and chest injuries. Indiana 
State Police research reveals that 50 per cent of crash victims are driv- 
ers and that the remaining 50 per cent are seated in other passenger 
areas. The predominating fatal injuries in Indiana follow closely this 
percentage pattern: head, 49 per cent; chest, 25 per cent; neck, 15 per 
cent; abdominal area, 4 per cent. 
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2. To use data obtained as a research project look- 
ing toward a more adequate understanding of driver 


psychology. 


Official Status: 


1. District government agency. 
2. Responsible to district commissioner in charge of 
traffic. 


Personnel: 


1. Competent psychologists and psychiatrists in 
adequate number. 

2. Adequate technical assistance. 

3. Adequate clerical assistance. 

4. All personnel to be on full-time employment. 


Envisions Psychologic Benefits 


Operation of the described clinic, Dr. Hoffman be- 
lieves, would have the following results: 

1. Discover the licensed drivers who are dangerously 
inadequate mentally and emotionally to drive automo- 
biles. 

2. Aid the courts and director of traffic in more 
effective disposition of the cases of repeated violators. 

3. Provide invaluable data for long-term educational 
programs. 

4. Bring to the attention of the public generally that 
repeated traffic violations and/or accidents will result 
in psychiatric examinations and thus provide a con- 
stant powerful deterrent to careless, reckless or incon- 
siderate driving practices. 

The third and fourth results, described above, Dr. 
Hoffman believes, are extremely important because of 
their psychologic impacts on individuals considered 
within the normal range of intellectual capacity and 
emotional adjustment. Dr. Hoffman reasoned that the 
average normal person accepts and adjusts to the 
knowledge that he has some physical defect, inade- 
quacy or handicap. 

**However, he usually tries very actively to reject 
the possibility of mental inferiority,” Dr. Hoffman 
said. ‘He resents bitterly the suggestion of having a 
low I.Q. and fears the idea that others consider him 
mentally retarded; he is terrified at the thought of 
mental disease—insanity. This is a very common psy- 
chological reaction.” 
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Great Impact on Ego 


Dr. Hoffman explained that use of this psychology 
probably would offer an effective antidote for the psy- 
chologic factor responsible for the behavior pattern 
displayed by many drivers. The knowledge that the 
authorities will at some time question his intelligence or 
his mental health, is a much more potent deterrent to 
violators of the traffic code than are fines, revocation or 
suspension of driving permits. The thought of friends, 
acquaintances or employer learning that his intelli- 
gence has become suspect has, perhaps, an even greater 
impact on the violator’s ego. 

**While many individuals may be thoughtless, incon- 
siderate, selfish or rude,” Dr. Hoffman continued, 
“very few are callous enough not to care about their 
associates thinking it. 

**Here we have another bit of psychological ammuni- 
tion when the mental and emotional status is used as a 
weapon in educational programs. The mentally inade- 
quate or the emotionally maladjusted would be dis- 
covered and weeded out by the clinic. Those found 
to be within the so-called normal range would be 
presented with the formidable choice of being public- 
ly considered rude, crude and indifferent to the 
rights of others, or somewhat stupid and retarded.” 

Doctors—who are constantly facing challenges— 
now are being challenged to become leaders in the 
whole field of traffic safety. Sincere efforts of other 
groups have failed to appreciably reduce the hazards 
of driving. In certain phases of this difficult problem. 
only the doctor can serve. 

The National Institute of Mental Health, Bethesda, 
Md., recently has allocated $18,245 to finance a psy- 
chiatric clinic for problem drivers, patterned after Dr. 
Hoffman’s proposal. Dr. Hoffman believes this grant 
may save clinic advocates “the 12 to 15 years it might 
otherwise take to sell this idea to Congress.” 

The grant was made to the Department of Psychol- 
ogy of George Washington University. Planning and 
research will be conducted in close cooperation with 
the American Association of Motor Vehicle Adminis- 
trators and the District of Columbia Department of 
Vehicles and Traffic. This study will be very broad in 
scope and will incorporate all the data gathered by 
other agencies, schools and foundations on various as- 
pects of the traffic safety problem. 
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CUPID AND CADUCEUS 


HUGH A. MATTHEWS, M.D. 


Cupp AND Capuceus are two of the most prominent em- 
blematic symbols in American society. Perhaps they 
seem strange bed fellows. In reality, counseling in mat- 
ters of love and marriage is one of the general practi- 
tioner’s most distinctive opportunities. With this op- 
portunity comes distinctive obligation. 

Strife and conflict in the American home cause per- 
haps more disease than the pneumococcus, the polio 
virus and even the cancer cell. In this area, the family 
doctor has abundant opportunities for preventive medi- 
cine. With a higher degree of rapport between Cupid 
and Caduceus, fewer sick people would frequent the 
doctor’s office. 

The gravity of the problem is enormous. The Federal 
Security Agency reports that 3,500,000 children under 
the age of 18 in present-day America have been de- 
prived of their parents. The vast majority of these chil- 
dren are the casualties of divorce. For many of these 
boys and girls, the emotional tangles of marital conflict 
and divorce are harder to face and to explain than the 
death of a parent. 

At least one marriage out of five this year will end in 
divorce. Actually, the divorce rate itself is a most inade- 
quate index to the seriousness of the problem. Separa- 
tion, not readily subject to statistical analysis, is much 
more frequent. Many mothers and fathers are really sep- 
arated, but for social, economic or religious reasons live 
apart under the same roof. The traditional pleasures 
and comforts of home life are distorted beyond recog- 
nition. 

One creditable study indicates that separation exists 
in one out of every three homes in the United States. If 
this is accurate, then every third family a doctor sees in 
his daily practice represents toa greater or lesser degree 
a broken home. The emotional stress and strain on the 
children in many of these homes may be greater than if 
the parents were divorced. 

What can the American doctor do about this alarm- 
ing situation ? 

First, the doctor might assess his traditional histor- 
ical role as an ambassador of health to all men. This role 
is symbolized by the Caduceus. Throughout all history, 
physicians who display this distinctive emblem have 
been accepted as persons inviolable. Until this day, in 
the largest stadiums in the country, if a person becomes 
ill, the loud-speaker booms, “Is there a doctor pres- 
ent?” The thousands of people are confident that com- 
petent, trustworthy help will be found. 
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American doctors can serve better than any other group as 
counselors for young pi templati 





g marriage. They 
can also help better than anyone else to smooth out emo- 
tional tangles of marital conflict. 


Requires Special Attention 


It is this trust, this confidence that enable a doctor to 
counsel in matters as delicate as the affairs of Cupid. 
Once a serious god of love among the Romans, Cupid 
became, in the hands of Alexandrian poets and artists, 
a mischievous boy with the tricky arrow. The emblem of 
all romantic love, in the minds of the people, has become 
a conniving cherub. As indicated above, the matches he 
makes do not all have the “and lived happily ever after” 
ending. 

In preventing these unhappy endings, American doc- 
tors can do more than any other group. The family doc- 
tor, in particular, is in an ideal situation for counseling. 
He has the prestige, the rapport and availability, often 
with the entire family. The most effective counseling 
embraces all members of the family. Children of happy 
parents are much more likely to make good husbands or 
wives. Parents need to be reminded that their bad be- 
havior is likely to lead to the same conflicts in their 
children. 

The family doctor will do well to give special attention 
to some of the deciding factors in marital happiness. For 
example, as the physician can quite often make an accu- 
rate diagnosis by a painstaking history, the sociologist, 
after a detailed history, can predict with a great degree 
of accuracy the probable marriage adjustment of any 
given couple. 
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What is the story about the poor miner’s daughter 
from Silver Creek, or some creek, Colo., who married 
some Lord Henry? Will her marriage succeed ? 

One will never learn the true answer from the soap 
operas. In truth, the girl would have done better had 
she stayed home and married the foreman’s son. In most 
cases, the doctor’s children and his patients’ children 
do better when they marry within the same family back- 
ground. Often the so-called “advantages” of higher cir- 
cles prove not to be advantages at all. 


Church Attendance an Asset 


On the other hand, propinquity is Cupid’s deadliest 
dart. In a series of 5,000 consecutive marriages in Phila- 
delphia, one-sixth lived within less than one block of 
each other, one-fourth within two blocks, one-third 
within five blocks, and more than one-half within 20 
blocks of each other. 

In general, couples with the most formal education 
are most successful in marriage. Doctors, therefore, 
should encourage higher education among their young 
patients. They also should encourage church attend- 
ance, because persons who attend church before and 
after marriage have much better prospects of success in 
marriage than those who do not. Married couples who 
go to both Sunday school and church through their 
nineteenth to their twenty-fifth years rarely experience 
divorced states. 

Doctors may truthfully tell the couple contemplating 
marriage that the significance of the church relationship 
was not discovered by sentimental religionists. These 
facts were observed and stated by analytical sociologists. 

The threads of faith and love found in the church 
have sutured many a broken home. Church training, 
therefore, may well prove more significant than tech- 
nical information on sex. 

Doctors are imparting practical advice when they 
urge their young patients to make friends in the church 
and elsewhere with members of their own sex. Girls with 
few girl friends and boys with few boy friends make poor 
marriage partners. 


Need Parental Cooperation 


Membership in organizations and development of 
special interests are healthful influences on family life. 
They can be recommended for prospective couples as 
well as couples in conflict. 

Young people deserve to know that teenage marriages 
and interfaith marriages are fraught with difficulties. In 
general, the ideal age for marriage is in the early twen- 
ties. Ten years’ acquaintance and two years’ engage- 
ment are ideal. It is true that many teenage couples are 
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quite happy provided they have parental understanding, 

Positive, persistent, sympathetic support from par- 
ents is a decided asset to any young couple’s marriage. 
The mother and father who feel they have gained a son 
instead of losing a daughter, and vice versa, have the 
right attitude. 

Naturally, any prospective couple has every right to 
know that their sex relationship is an important factor 
in the life they anticipate so brightly. They deserve to 
know that each has a right to enjoy a unique and grand 
sensation designed that man may propagate his kind. 


Understanding Takes Time 


It is a doctor’s responsibility to help instill proper 
attitudes of marital relations, even if it requires repeated 
sessions of sympathetic listening, encouragement and 
at times practical suggestions for relaxation. Frigidity 
and other maladjustments are easier to prevent than to 
cure. If a patient does not get a “take” in a smallpox 
vaccination, he certainly would be asked to return to 
the doctor. The same should be true of marital counsel- 
ing. Rarely will young couples fail to accept their proper 
roles if the doctor has invited them to satisfactory med- 
ical evaluation. 

Regardless of their religion, the majority of young 
couples will be interested in birth control. The doctor, 
regardless of his religion, is obligated to impart the facts 
he knows. His advice on whether or not to use contra- 
ceptives must, of course, accord with his conscience. 

The doctor may influence other agencies in a pro- 
gram to prevent marital anxieties. 

Many ministers are both equipped and willing to 
assist in personal or community enterprises in court- 
ship and marriage education. If the doctor will only re- 
quest it, almost any P.T.A. council will instigate pro- 
grams in this important field. The P.T.A. may even 
arouse enough interest to perfect high school courses 
in courtship and marriage. Civic clubs can be made in- 
terested in these transcending problems of young 
adults. Indeed, best results will not be obtained until a 
healthy situation exists on a community level. Regard- 
less of an ideal situation in their own home, the parents 
cannot rest assured that all will be well with the mar- 
riage of their children. 

The family doctor who consistently takes time to 
counsel couples approaching marriage will receive mul- 
tiple rewards. Couples who have received conscientious 
and scientific premarital care will tell other couples. 
Sooner or later, other couples will be coming in. A little 
later, expectant mothers will be coming in. Ultimately, 
a pediatric practice with the finest parents possible will 
displace the unduly disturbed individuals whom all 
doctors have to treat. 
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UNDER THE ABLE AEGIS of the American Bar Associa- 
tion, a ten-year-old legislative proposal has been deftly 
dropped in the lap of the 85th Congress. Widely 
known as the Jenkins-Keogh bill, it was introduced as 
the “Individual Retirement Act of 1955.” Its purpose 
is to give the self-employed person the same retirement 
income tax advantage enjoyed by the man who works 
for someone else. 

An illustration is in order. Mr. A. is sales manager 
of a large machine tool manufacturing company. His 
salary is $20,000 a year. Each year, his company puts 
an additional $3,000 into a retirement income trust. 
However, Mr. A. is not required to pay income tax on 
this $3,000. He hasn’t actually received it—so it isn’t 
legally income. This is a fine arrangement. 

Fifteen years later, Mr. A. retires. His income trust 
contains $45,000—plus accumulated interest. He de- 
cides that he wants to withdraw $5,000 a year. At this 
time, and not until, he reimburses Uncle Sam. 

A few quick calculations make the tax advantage 
obvious. Mr. A. was earning $20,000 a year. No one 
mentioned the additional $3,000. Now he has retired 
and any tax he pays on the income from his trust will 
be based on an annual $5,000 income. It’s the same as 
having the federal government say, ““We don’t want 
your money now. Save it until you retire to a lower in- 
come bracket.” This is a very fine arrangement. 


Erases Inequity 


The Jenkins-Keogh proposal remedies an inequity. 
It gives the self-employed person a parallel tax advan- 
tage. As written, it permitted doctors, lawyers, farmers, 
et al., to exclude from gross income an amount equal 
to 10 per cent of earned net income—up to a maximum 
of $7,500 a year and a lifetime maximum of $150,000. 
A “self-employed” person is defined as one who re- 
ceives more than 75 per cent of his earned net income 
from self-employment. 

The legislative proposal (HR 10) was introduced 
during the first session of the 84th Congress and sent 
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to the House Ways and Means Committee. After 
reducing the annual maximum deferment to $5,000 
and the maximum lifetime deferment to $100,000, the 
committee voted 16-8 in favor of reporting HR 10 out 
as part of an omnibus bill. Before the report was com- 
plete, Congress adjourned. During the second session, 
the committee became more concerned with other 
matters legislative and never found time to further 
consider the proposed omnibus bill. 

More than 10 million citizens currently fall in the 
self-employed classification. To them, the income tax 
ogre is a menacing beast that shows a distinct lack of 
interest in retirement income programs. HR 10 cor- 
rects the discriminatory inequity and puts the self- 
employed citizen on the same financial footing as his 
employed compatriot. 


Contrasts with OASI 


Many physicians have seen the progressively more 
lucid (and lucidly more progressive) handwriting on 
the social security wall. They see themselves embraced 
by compulsory social security. This, a few deign to 
proffer, will solve the physician’s retirement income 
problem. Interesting—but not true. Despite cash 
OASI disability benefits and wider acceptance of the 
welfare state philosophy, the social security program 
provides a woefully meager retirement income. At age 
65, a retired beneficiary and his wife can draw a 
$162.80 monthly annuity. This is adequate, we’re 
told, to provide the minimum benefits necessary for a 
subsistence standard of living. A grim prospect at best. 

The Jenkins-Keogh plan goes further. It enables the 
self-employed person to put his own money in his own 
retirement plan. Unlike social security, the plan does 
not give the indolent, idle person an opportunity to 
capitalize on his neighbor’s industry and ambition. 

HR 10 corrects another basic inequity. Our sales 








85th No Un- 
Congress Favor Oppose Comment decided 
i 

j Democrats 235 166 1 15 53 
| REPUBLICANS 200 ~—s-128 2 3 67 
435 294 18 120 
' 


An American Bar Association poll indicates that most members of 
the House favor the Jenkins-Keogh legislative proposal. The hang- 
ing sword, however, relates to the loss of revenue. 
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manager, Mr. A., went from a bachelor’s degree to the 
income-producing portion of his life span. His physi- 
cian neighbor spent four more years in medical school, 
completed his internship, and quite possibly spent 
additional years in a residency. He sacrificed at least 
five income-producing years. Once in practice, it may 
have taken him only a few years to reach an upper- 
income bracket. But in the interval, the more fortunate 
Mr. A. salted away a substantial amount in his retire- 
ment income trust fund. 


Revenue Is Issue 


The Treasury Department is on record as favoring 
legislation similar to the Jenkins-Keogh proposal. 
However, the Treasury Department has repeatedly 
expressed concern about the revenue loss involved. 
This puts the Treasury in a position of favoring the 
principle while simultaneously opposing an inevitable 
result. This point of concern has been expressed by 
both Republican and Democratic Secretaries of the 
Treasury. 

There is no way to determine precisely how many 
self-employed persons would elect to participate in a 
plan that allows the individual to divert a portion of his 
current income into a retirement fund channel. With 
this in mind and anticipating a substantial revenue loss, 
the Treasury Department wants the loss offset by 
the establishment of new revenue sources. This could 
be an important issue on the floor of the House. 

Recently, the American Bar Association polled the 
435 members of the House. Each representative was 
asked for his current stand on the Jenkins-Keogh 
legislative proposal. 

The survey indicates strong, bipartisan support. In 
addition, President Eisenhower has said that he favors 
amending the Internal Revenue Code and permitting 
self-employed individuals to establish a retirement in- 
come under a plan similar to HR 10. 


Need Is Demonstrated 


The need for such legislation is illustrated by not- 
ing the number of corporate pension plans in existence 
today. At present, about 15 million employees are 
covered under 30,000 pension plans. Their 10 mil- 
lion self-employed brethren have no comparable means 
of establishing a retirement income plan. Their only al- 
ternative is to save whatever is left after taxes. 


Each year the 15 million employees covered under 30,000 existing 
pension plans enjoy a retirement income tax advantage that is si- 
multaneously unavailable to the more than ten million persons who 
are gainfully self-employed. 
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Under the Jenkins-Keogh bill, participants could not 
receive benefits prior to age 65 unless they are totally 
and permanently disabled. Death benefits are permitted. 
The proposal specifically covers three types of retire- 
ment income plans: 

1. Restricted retirement trust funds. 

2. Annuity contracts approved by the Secretary of 
the Treasury. 

3. Life insurance annuity contracts to the extent that 
premiums are allocated to the annuity. 

The bill includes a special provision for the taxpayer 
who is over 55 at the time the bill becomes a law. This 
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is accomplished by simply raising the maximum annual 
deferment amount $500 a year for no more than 20 
years. For example, the 65-year-old taxpayer can defer 
the income tax on $10,000 (the $5,000 base plus an 
amount equal to ten times $500). 

HR 10 is more than a good idea. It’s a decade-old 
good idea that should long ago have reached fruition. 
Although it seems to have adequate support in the 
House, this is no guarantee that it will be enacted. 
For clues, watch Treasury Department comments and 
Eisenhower-Nixon references to the bill. Periodic pro- 
gress reports will be published in future issues of GP. 


More Medical Students and Interns Plan for General Practice 


(Excerpt from a paper, “The Essentials of a Residency in 
General Practice,” by C. Wesley Eisele, M.D., director of post- 
graduate medical education, University of Colorado School of 
Medicine, presented at the American Medical Association’s Fifty- 
Second Annual Congress on Medical Education and Licensure, 
February, 1956.) 


“A DECADE OR SO AGO, there was a common belief that ad- 
vances in knowledge and in technical developments would 
soon make the general practice of medicine untenable and it 
would become a relic of the past. But the expected demise of 
the general practitioner has not come to pass. On the con- 
trary, a distinct upsurge of interest in this type of practice 
may be observed among superior young physicians. There 
continues to be more general practitioners in the United 
States than the total of all specialists combined, and there 
are more young physicians in general practice than in all 
the specialties combined. The American Academy of 
General Practice, although one of the youngest medical 
societies, is larger than any national specialty society. And 
a sizable proportion of the current generation of medical 
graduates continues to choose general practice in preference 
toa specialty... . 

The monumental studies of Frank G. Dickinson, director 
of the Bureau of Medical Economic Research of the Ameri- 
can Medical Association, show that general practitioners 
constitute the great majority of physicians in active private 
practice (72 per cent) in cities with populations of 10,000 
or less (12,829 communities). An additional 17 per cent 
classify themselves as part-time specialists—physicians who 
are usually more closely akin to the general practitioner 
than to the full-time specialist. Even in cities with popula- 
tions of 100,000 or more, 40 per cent of the physicians are 
general practitioners and an additional 12 per cent are part- 
time specialists. In the whole nation, 64 per cent of all 
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physicians in active private practice are either general 
practitioners or part-time specialists. 

The age distribution of physicians in active private prac- 
tice indicates that general practitioners as a group are 
significantly younger than either full-time or part-time 
specialists. 

Current generations of senior medical students continue 
to display a lively interest in general practice, if one may 
judge by the choice of careers expressed by 552 internship 
applicants at the University of Colorado Medical Center 
Hospitals for 1955 and 1956. The 552 senior students were 
drawn from 65 medical schools in the United States and 
Canada, and represented about 4 per cent of all the gradu- 
ates of American medical schools for these two years. The 
students who expressed a definite or probable preference 
for general practice greatly outnumbered those choosing any 
specialty. These applicants, however, may not represent a 
true cross section of American senior medical students, be- 
cause the data may be distorted by being weighted with 
students preparing for general practice who apply here be- 
cause of geographic characteristics of Colorado or because 
of the pioneering efforts of the University of Colorado in 
providing general practice residency training. Nevertheless, 
these data suggest that interest in general practice is far 
from dead among today’s medical students. 

There can be little doubt that the general practitioner is 
here to stay, but his role is changing and will continue to 
change. The prototype of the modern general practitioner 
is a highly educated, astute young physician, skilled in 
broad areas of practice, and particularly skilled in human 
relations, with an unusual ability to handle people. He is 
motivated by a sincere interest in mankind and the sick- 
nesses that afflict him. Residency training of high quality is 
just as essential to the present-day practitioner as it is to 
any specialist.” . . . 
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Anderson 


SYNOPSIS of PATHOLOGY 


A condensed presentation of Pathology for the 
busy doctor who remains a student of medicine 
and strives to keep informed on the newer de- 
tails and variations in the patterns of disease. 
Although compact it is complete—and leaves 
elaborate detail to the larger reference works. 


By W. A. D. ANDERSON. 4th Edition. 829 pages, 
328 illustrations, 12 color plates. PRICE, $8.75. 


Meckins 


THE PRACTICE of MEDICINE 


This edition is radically different from any of 
the earlier editions in that it is now the work 
of many outstanding authorities. This is an 
integrated book giving a broader understanding 
of the unity of medicine as a whole. Each of 
the 24 associate editors and the 87 contributors 
felt that the wide subject of man’s disabilities 
could not be viewed as made up of segregated 
entities but that there must be coordination of 
the anatomic, physiologic, emotional, and en- 
vironmental whole. This has been well ac- 
complished in this revision. 


Edited by J. C. MEAKINS. 6th Ed. 1916 pages, 
318 illustrations. Price, $16.00. 


Bray 
CLINICAL LABORATORY METHODS 


In response to many requests, this edition ap- 
pears in a smaller format which fits into the 
pocket and is more convenient for use on the 
laboratory desk. This change is made without 
sacrifice of content. Technicians and physicians 
interested in laboratory medicine will find this 
work—with its laboratory interpretations—inter- 


esting and helpful. 


By W. E. BRAY. 710 pages, 124 illustrations, 18 
color plates. 5th Ed. Price, $9.75. 





Sutton 


DISEASES of the SKIN 


No longer is it necessary to use a “‘hit-or-miss” 
method of treating your dermatologic cases, or 
to wade through book after book or journal 
after journal for the answers to your problems. 
Here, within the covers of one encyclopedic 
volume, illustrated as no other text in the field, 
are the answers. Treatment to be successful 
must accomplish aims which themselves depend 
on a rational plan, and the plan depends on 
correct interpretation of the disease and the per- 
sonality. In this monumental work you are 
given the correct diagnostic procedures—then 
the treatment best suited to the condition is 
fully explained. 


By R. L. SUTTON, JR. 11th Ed. 1479 pages, 1972 
illustrations. Price, $29.50. 


THE C. V. MOSBY COMPANY 3207 Washington Blivd., St. Louis 3, Missouri 
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Management of Strokes. By Keith W. Sheldon. Pp. 127. Price, $3.00. 
J. B. Lippincott Co., Philadelphia, 1956. 


Tuts BooK has much in it that can be of value to the general 
practitioner, who is usually the first man to see the patient 
who has had a stroke or what looks like a stroke. Sheldon 
says the stroke is the third ranking cause of death in the 
United States, and each year at least 500,000 people have 
some form of cerebral catastrophe. Only heart disease and 
cancer cause more deaths per year. 

Every layman knows well the syndrome of a typical 
stroke. As Sheldon is emphasizing, what the general prac- 
titioner should know is the syndrome of what looks like a 
stroke, but may not be. Dr. Sheldon is right in saying that, 
on rare occasions, what looks like a stroke is part of some 
other disease such as a brain tumor, or a metastasis to the 
brain, from a cancer of the lung. 

When a man or woman of about 60 or 65, who has always 
been wonderfully healthy and well, suddenly falls down, 
paralyzed on one side and unable to talk, there isn’t much 
likelihood that the diagnosis of a stroke will be wrong. The 
family physician need seldom call in a neurologist to make 
a complete neurologic study with a lumbar puncture and 
ventriculograms. Yet Sheldon has filled this book with evi- 
dence to show that a few patients with an apparent stroke 
have some other trouble. 

Dr. Sheldon sums up the matter when he says, “Don’t 
call it a stroke and let the patient lie there.” In other words, 
study him and watch hin, and if he does not soon show the 
usual signs of improvement, the regaining of speech and 
control over muscles—such as so many persons show after 
a stroke—think of the possibility that there may be some 
other disease present. 

Unfortunately, I could not find any statement in the book 
to the effect that, for every person with a large stroke, there 
must be hundreds with a series of those small, usually un- 
recognized strokes which gradually pull down the patient, 
perhaps in the course of ten or 20 years. Physicians should 
well know this syndrome also. Unfortunately, today, most 
of these episodes are called heart attacks. 

Dr. Sheldon says, “Any patient who has a convulsive 
disorler should be studied completely, including arterio- 
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graphic survey and air studies, before being placed under 
control by use of anti-convulsive drugs.” I seriously doubt 
the wisdom of this. The great neurologist, Professor Robert 
S. Wartenberg, of the University of California, objects 
strongly to this sort of treatment. I have heard him say that 


if a young man who looks like a bad-tempered epileptic says 
he has been having fits like those of his uncle and brother, 
the chances of his having anything besides familial epilepsy 
are mighty small—so small that Wartenberg would often 
prefer not to spend the lad’s money on repeated neurologic 
consultations. 

Dr. Sheldon speaks of the “wastebasket diagnosis of 
migraine,” leaving the impression, at least with me, that it 
is not right to make this diagnosis on the basis of the history 
of attacks and the appearance and temperament of the 
woman. Obviously, it is possible that once in many years 
one might find a migrainous person with a brain tumor; but 
it would be unkind to scare the life out of every migrainous 
woman by handling her as if she had a brain tumor. I have 
seen some women so cruelly handled in this way that it took 
years to get them over their shock. 

Dr. Sheldon is to be commended for mentioning some of 
the things a physician should not do in the presence of what 
appears to be a stroke. Often it is best not to perform a 
lumbar puncture because the brain stem can then be 
pushed into the foramen. It is dangerous to perform the 
Queckenstedt test. Dr. Sheldon is against use of hyper- 
tonic solutions to shrink the brain; he says this procedure 
has been “over-sold.” 

One illustration shows how to do a cervical sympathetic 
block. To anyone who knows that within ten minutes after 
a stroke a small part of the brain has died and cannot be 
rebuilt, it is inconceivable why anyone should want to do a 
cervical block. What could it possibly do? What could it do 
for the patient with a cerebral hemorrhage except to make 
him worse? 

Any sensible family physician knows that when a person 
has a typical stroke he need not immediately be bothered 
with a neurologic examination. The diagnosis can be 
changed if during the next several days the patient does not 
behave as he should with an ordinary hemorrhage in the 
brain. Then a neurologist can be called. 
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When the patient is first seen he should be examined, if 
only so that the family will be reassured. They may resent it 
if the physician just says, “Stroke—nothing to do,” and 
walks out. It is well to take the blood pressure and to see if 
there is sugar in the urine. The physician should arrange 
for good nursing. On rare occasions, the physician should 
investigate to see if a patient in coma had taken an overdose 
of barbiturates or some other poisonous drug. It will help 
a great deal to find out if the patient previously had one or 
more small strokes, or so-called heart attacks, which left a 
change in character. Sucha history, ifobtained, can strength- 
en the diagnosis of an ordinary stroke. An older person who 
has been suffering from a chronic cough may have a lung 
tumor with a metastasis in his brain. 

Ordinarily, the physician should prescribe some medi- 
cine for the patient. The family will want this. Some physi- 
cians say that a few injections of cortisone will bring the pa- 
tient out of the spell more quickly. Such short-term treat- 
ment will cheer the family and can hardly do any harm. As 
Dr. Sheldon says, these patients must not be deserted; they 
must be studied; they must be treated, and they shouldn’t 
all be treated in the same way. 

Wisely, Dr. Sheldon says that strong sedatives should not 
be given. They can interfere with oxidation and hence can 
bring on more brain damage. Right after a stroke, an effort 
may have to be made to keep the air passages free. Rarely, a 
nasal catheter carrying 45 per cent oxygen may have to be 











used. The physician must be assured that the patient’s 
bladder has emptied. 

Later, when the patient begins to recover, much can be 
done to help rehabilitate him. If he is aphasic, for instance, 
a speech teacher can help him to talk again. 

One of the great functions of the wise general practitioner 
is to keep a certain type of enthusiastic young specialist 
from doing too much, especially to patients the nature of 
whose disease is obvious. It is particularly unwise to do a lot 
of things to a patient who is likely to die any day. If a man 
with a recent stroke dies right after a lumbar puncture, a 
ventriculogram, or a stellate ganglion block, the physician 
may not only lose a good family, but he may also be threat- 
ened with a damage suit. 

As I see it, the big and very helpful contribution that Dr. 
Sheldon makes in this book is to show how many conditions 
other than a cerebral hemorrhage, thrombosis or embolism 
can at times produce a syndrome that can be mistaken for a 
stroke. He illustrates this thesis with many good case his- 
tories. This book can be a good addition to the working 
library of a generalist. —WatTER C. ALVAREZ, M.D. 


The Clinical Approach in Medical Practice. By G. E. Beaument, M.D. 
Pp. 469. Price, $9.00. Little, Brown ¢> Co., Boston, 1956. 
Nor a great deal is written of the clinical approach in 
medical practice, since this is the beginning of the art of 
medicine. Dr. Beaument, a consulting physician, reviews 
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the approach he has taken as a consultant to problem 
cases. He details the mental evolution of the diagnosis and 
gives a number of helpful aids in making diagnosis of 
problem cases. Since this book is of British origin, many of 
the terms in reference to these patients are colloquial and 
add a pleasant character to the description. The whole 
book is a series of case reports, including a series of 
questions and answers done at the bedside. 

For anyone interested in a review of medicine as prac- 
ticed by a very able consulting physician in England, or for 
one interested in reviewing a series of case reports to get a 
different angle in anamnesis, this book can be recommend- 
ed. The cases are brief, concise, and many are illustrated. 
For bedside reading this book is not entertaining but is 
informative, more British than American, and readable. 
It is confined to internal medicine as we understand it. 
Dr. Beaument, in presenting cases, demonstrates how he 
arrives at the solution as well as how he helps the attending 
physician. —Joun A. Brown, M.D. 


J.A.M.A. Clinical Abstracts of Diagnosis and Treatment, 1956. 
By Noah D. Fabricant, M.D. Pp. 661. Price, $5.50. Grune & 
Stratton, Inc., New York. 


As THE TITLE indicates, the book is comprised solely of 
abstracts and articles dealing with diagnosis and treat- 
ment. The scope of the book is very broad. It covers 
numerous articles on each body system, and there are 
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several articles on the same subject by different authors. 

The book is printed in rather small type which is difficult 
to read. There are no illustrations. 

The value of this book, for both the general practitioner 
and the specialist, is purely one of reference. 

Every doctor will find some of the articles of particular 
interest to him; however, there are far too many articles 
which do not appeal to the general practitioner. 

—Letanp S. Evans, M.D. 


Hypertension, a Manual for Patients. 2nd ed. By Irvine H. Page, 
M.D. Pp. 109. Price, $3.00. Charles C Thomas, Springfield, 
Ill., 1956. 


Wit THE public’s increased knowledge of medicine, re- 
sulting from mass communications, it is fortunate that Dr. 
Page has written this manual. Dr. Page, in simple language, 
tells the patient (1) what blood pressure is, (2) what can 
be done to relieve it, and (3) how the hypertensive can 
live comfortably. In this second edition, there is broad 
coverage of the problem of arteriosclerosis and discussion 
of the many new drugs used in treating hypertension. 
This unique manual is excellent for all new patients with 
hypertension. While accurate, precise and informative, it 
at all times remains realistic and unalarming. It is recom- 
mended that every general practitioner read this manual 
thoroughly so that he can’ recommend it to his patients. 
—SaMuEL A. GARLAN, M.D. 





HYPERTENSION 





A Manual of the Common Contagious Diseases. 5th ed. By Philip 
Moen Stimson, M.D. and Horace Louis Hodes, M.D. Pp. 624. 
Price, $8.50. Lea & Febiger, Philadelphia, 1956. 


THIS VOLUME very ably covers the common contagious 
diseases. The authors have accomplished their presentation 
in excellent style and readability. The illustrations and 
color plates are sharp and clear. 

This book is an excellent volume for the general physi- 
cian and for others who treat children and adults suscepti- 
ble to these diseases. —I. Pumps FROHMAN, M.D. 


Dermatology. By A. M. Kligman, M.D., Donald M. Pillsbury, 
M.D. and Walter B. Shelley, M.D. Pp. 1,331. Price, $20.00. 
W, B. Saunders Co., Philadelphia, 1956. 


A BOOK written primarily for the general physician, Derma- 
tology includes in detail the methods of diagnosis and 
therapy of the various skin diseases. It is well illustrated, 
showing mostly pictures of hereditary diseases and 
diseases that may occur in industry. 

Basic principles of skin function, skin allergy and 
hypersensitivity, and methods of diagnosis are thoroughly 
discussed. Main points of interest are outlined in a very 
readable manner. Many unusual and rare diseases are dis- 
cussed. Any physician who is interested in a complete 
textbook of dermatology is encouraged to select this book 
as an extremely helpful aid in his busy practice. 

—J. C. SANDERS, M.D. 
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A Doctor's Marital Guide for Patients. By Bernard R. Greenbiat, 
M.D. Pp. 88. Price, $1.50. The Budlong Press, Chicago, 1956. 
THIs BOOK is very thorough and easily understandable. It 
will answer many questions for the newly married, and 1/ it 
only establishes the basis of cooperation in marital relations, 
it will do a great deal of good. I believe it has a definite 
place in the life of the general practitioner. I have many re- 
quests for a similar book. —CarueTon E. Smitu, M.p. 


New Bases of Electrocardiography. By Demetrio Sodi-Pallares, 
M.D. and Royall M. Calder, M.D. Pp. 727. Price, $18.50. 
C. V. Mosby Co., St. Louis, Mo., 1956. 


Tuts is the English translation of a third edition written in 
Spanish. The internationally known Mexican author 
gained a wide reputation through his basic research publi- 
cations in cardiac electrophysiology. 

This book has not the conventional scope of an ECG 
textbook. The selection of topics bears the stamp of the 
author’s personal interests. The principles of electricity 
involved in electrocardiography and their application in 
electrophysiologic work are treated extensively and expert- 
ly. The clinical applications are approached from the stand- 
point of the basic researcher. A complete coverage of 
clinical electrocardiography was obviously not intended, 
and arrhythmias are not included. 

This publication will be of great interest to the-internist 
and especially to the worker in the field of electrophysiolo- 







































gy. Nine-hundred-sixty titles in the bibliography make it an 
excellent reference book. The general practitioner who has 
no special interests in the basics of electrocardiography 
will find it of limited value. 

Some contradictions between the author’s older views 
and his more recent concepts on the value of unipolar 
direct or semidirect leads, might be due to incomplete 
revisions of the original text. 

In summary, this volume represents an excellent contri- 
bution to the basic knowledge of the electrophysiology of 
the heart. —Hubpert V. PipBpeRGER, M.D. 


Rosenau’s Preventive Medicine & Public Health By Kenneth F. Maxcy, 
M.D. Pp. 1,465. Price, $18.00. Appleton-Century-Crofts, Inc., 
New York, 1956. 


Tuis ts the eighth edition of a book that has been a standard 
text since 1913. It is comprehensive, authoritative and up to 
date. Its scope is wide as is evident in the headings of the 
nine sections: Prevention of the Communicable Diseases, 
Nutrition and Deficiency Diseases, Maintenance of Health 
and Prevention of Disability, Food Sanitation, Environ- 
mental Medicine, Industrial Hygiene, Diseases of Occupa- 
tion, Sanitary Control of Water Supplies, Sewage and 
Refuse Disposal, Methodology, and Public Health Organi- 
zations and Activities. 

This edition contains many clear and easily understood 
charts and tables but is sparsely illustrated except in the 


chapter on arthropod-borne diseases. A few more pictures 
would be worth at least 10,000 words in the section on 
communicable diseases. Each chapter contains an extensive 
bibliography. As might be expected in a text of preventive 
medicine, treatment of most diseases is handJed sketchily 
or not at all. 

There are excellent descriptions of well-organized school 
health and industrial health programs. All physicians 
interested in these fields would profit from reading these 
chapters. The section on health organizations and activities 
contains much useful information about all levels of official 
and voluntary health agencies. In this age of medical and 
para-medical agencies, family physicians need to know 
something of the structure and functions of these organiza- 
tions. 

This book is a well-written, if sometimes wordy (e.g., 
21 pages on smallpox), textbook for medical students. 
It is also an interesting and useful, but hardly indispensable, 
reference work for practicing physicians. 

—Louts F. Rirretmeyer, JR., M.D. 


Surgery of the Eye: Diseases. By Alston Callahan, M.D. Pp. 447. 
Price, $25.00. Charles C Thomas, Springfield, Ill., 1956. 


Dr. CALLAHAN has written one of the best books on ocular 
surgery now available. Not intended as a compendium of 
all surgical experience, the coverage is thorough enough to 
satisfy all but those requiring an encyclopedic knowledge of 
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the subject. The illustrations are excellent and should 
serve as a guide to future illustrators. The three-dimensional 
effects are quite remarkable. The only possible criticism is a 
somewhat too personal approach, but the truly objective 
study of ocular surgery is yet to be made. 

As usual with purely ophthalmologic texts, it is difficult 
to imagine how the general practitioner could derive any 
benefit from them other than as occasional references, 
However, in the morass of poor books on ocular surgery, 
he would be well advised to consult this new book early in 
his investigations. —LawreENceE T. Post, JR., M.D. 


Practitioners’ Conferences, Vol. 4. Held at New York Hospital-Cornell 
Medical Center. By Claude E. Forkner, M.D. Pp. 407. Appleton- 
Century-Crofts, Inc., New York, 1956. 


THIS VOLUME comprises 16 conferences held at the New 
York Hospital-Cornell Medical Center. The subjects under 
discussion range from pulmonary hypertension to pin- 
worm infection. All of the conferences included in this 
volume are excellent, well presented, informative and, 
above all, up to date. The mechanisms of the anemias, and 
the treatment of the anemias are exceptionally well 


presented. The chapters on hypothyroidism and tests of 


thyroid function are the latest on these subjects. 

This book accomplishes its mission of conference presen- 
tation in easily readable style, and, more important, 
understandability for the general physician for whom they 
are specifically intended. The live material presented to 
the practicing physician by means of open conferences is 
but one of many modern methods to bring postgraduate 
education to the general physician. 

I recommend this volume and others to follow for my 
fellow general physicians, if they maintain this high stand- 
ard of approach to education. 

—TI. Puiturrs FROHMAN, M.D. 


Fluid Balance Handbook for Practitioners. By William D. Snively, 
Jr., M.D. and Michael J. Sweeney, M.D. Pp. 326. Price, $6.75. 
Charles C Thomas, Springfield, Ill., 1956. 

Tue autuors of this work clearly state in their preface 
their objective in writing a working manual for the clinician 
on fluid and electrolyte balance. They have accomplished 
their purpose admirably in a most readable, lucid and prag- 
matic text. Recent graduates, with all their biochemistry 
yet fresh in their minds, may find some sections over- 
simplified, or even elementary; most practitioners will, 
however, appreciate the exclusion of all but essential basic, 
usable facts which are so clearly presented. 

This book is unique among medical works in its format 
and literary style. Influenced by Rachel Carson’s The Sea 
Around Us, the authors liberally season their text with 
amusing aphorisms and appropriate quotations rendering 
their subject much more palatable than it is customarily 
served. Consonant with the simplicity of literary style are 
the many excellent illustrations, diagrams, tables and other 
visual aids. The book is logically divided into these parts: 
Foundation Facts, Clinical Diagnosis, Therapy ; Changes in 
Properties of Extracellular Fluid, Therapy; Changes in 
Position of Extracellular Fluid, Therapy; Changes in Nu- 
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tritional Status of Body, Therapy ; Routes of Administration 
and Down to Cases; followed by an exhaustive bibliography 
and suggested references for additional reading. 

At the conclusion, the reader is urged to test his knowl- 
edge of what he has read by filling in a blank fluid imbalance 
analysis sheet accompanying each of six test case histories. 
This added fillip is striking proof of the pudding. 

As stated in its title, this volume is very definitely for the 
practitioner, the generalist particularly. 

—J. H. TROLINGER, M.D. 


Williams Obstetrics. 11th ed. By Nicholas J. Eastman. Pp. 1,212. 
Price, $14.00. Appleton-Century-Crofts, Inc., New York, 1956. 


THE ELEVENTH edition of this classic treatise on obstetrics is 
the first since 1950 and, as its predecessors have done, covers 
completely the entire field, while adding much new informa- 
tion. There is probably no obstetric problem that goes un- 
answered in this book. 

A new section, ‘‘Psychiatric Aspects of Pregnancy and 
Childbirth,” reflects the growing belief that psychologic 
attitudes toward childbearing have a profound effect on 
many of the physical phenomena of childbirth and labor, as 
well as on the future mother-child relationships and the 
family pattern in general. 

There are many new illustrations and the book is printed 
in a much larger and more readable type than formerly. 

Any general practitioner doing obstetrics would do well 
to have this book available. 

—WiuaM B. HILDEBRAND, M.D. 


An Atlas of Anatomy. 4th ed. By J. C. Boileau Grant. 634 
plates. Price, $15.00. The Williams and Wilkins Co., Baltimore, 
1956. 


Tuis Atlas of Anatomy contains 634 beautiful plates, draw- 
ings and illustrations, many of which are in color. The 
anatomy is separated by 11 regions: upper limb, abdomen, 
perineum and pelvis, lower limb, vertebrae, vertebral 
column, thorax, head and neck, cranial nerves and derma- 
tomes. The descriptions and labels on the plates are quite 
satisfactory. ’ 

The whole presentation gives the reader a quick, 
thorough grasp of the area, together with the relationship 
of one structure to another. The information, therefore, is 
imparted in a manner which is superior to words alone. 

It is my opinion that all doctors, particularly those en- 
gaged in any type of surgery, should use this volume for a 
quick, ready review of anatomy. Those who do nerve 
blocks will find the location and accessibility of the various 
nerves graphically illustrated. 

Iam sure that study of this volume will be of value to all 
doctors. As a ready desk reference, I believe it is invaluable 
in explaining many procedures to the patients. 

—Matcom E. PHELps, M.D. 


Biochemistry of the Eye. By Antoinette Pirie, Ph.D. and Ruth Van 
Heyningen, Ph.D. Pp. 323. Price, $7.00. Charles C Thomas, 
Spring field, Ill., 1956. 


Tuis Book is recommended reading for ophthalmologists 
interested in an easily readable summary of the biochemis- 
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try of ocular tissues. The authors carefully and simply 
describe experimental methods and fundamental metabolic 
activities frequently used and studied by biochemists. 
Although the biochemist may feel the material is frequent- 
ly oversimplified, the authors compensate by presenting 
excellent summaries of the experimental work and dis- 
cussing, in an often intriguing manner, the paradoxes and 
gaps yet to be filled. 

As noted by the authors, their main interest is in lens 
metabolism and the major portion of the book is devoted 
to this subject. Also included are summaries of present 
knowledge of the biochemistry of the cornea, vitreous, 
retina, aqueous and the general ocular effects of nutritional 
disturbances. 

Such a highly specialized book can, of course, have only 


a limited usefulness for the general practitioner, but if 


knowledge along such lines is ever desired, here it is in as 
assimilable form as can be found anywhere. 
—LawreEnceE T. Post, JR., M.D. 


Essential Urology. 3rd ed. By Fletcher H. Colby, M.D. Pp. 645. 
Price, $8.00. The Williams and Wilkins Co., Baltimore, 1956. 


Tuis 1s the third edition of a book whose previous editions 
have gained medical acceptance by all those facing uro- 
logic problems. Essential Urology is not truly a textbook, 
but a brief and to-the-point discussion of embryology, 
anatomy, physiology and pathology of the urinary tract. 
The book is very readable, well illustrated with 358 plates 
and diagrams, and very well indexed. Problems and 
methods of therapy are brought up to date in this recent 
edition. —J. D. Murpuy, M.D. 


“No, Mr. Sanders, you haven't lost your marbles — 
but I'm afraid you've dropped them in the tall grass.” 
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Assembly Finale Full of Good Medicine and Top Interest Subjects 


Will Cover Lab Work, Cervicitis, 
Polio and Intestinal Obstruction 


Tue Thursday morning program of the 1957 Assembly 
departs from the usual pattern of Assembly planning, 
where an effort is made to relate all the lectures in a 
session period to one central theme. 

The program committee admits that the final session 
for St. Louis is a miscellany—but adds with a modicum 
of pride that it was planned that way. There were four 
presentations under consideration which couldn’t be 
fitted into any of the earlier session periods, but which 
were much too good to be omitted. The committee 
came to the obvious solution—put them all together on 
the final morning. 

The result is: (1) illuminating answers to some 
questions about lab work which have bothered many of 
you; (2) a unique two-man panel treatment on diag- 
nostic and therapeutic techniques in cervicitis; (3) a 
summation of one of the most discussed subjects in 
present-day medicine—polio—by one of its two top 
authorities; and (4) a challenging digest of intestinal 
obstruction by the man who is recognized as the most 
outstanding speaker in American medicine. 

The first speaker of the morning will be Dr. Louis S. 
Smith, associate director of laboratories at St. Paul’s 
Hospital, Dallas, Tex. He is also assistant clinical pro- 
fessor of pathology at University of Texas South- 
western School of Medicine. Dr. Smith is typical of the 
younger echelon of men (he received his M.D. from 
University of Chicago in 1945) who, more and more, 
are coming to the front as medical teachers and pio- 
neers. He is councilor for Texas in the American 
Socicty of Clinical Pathologists, a member of the Com- 
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mittee on Hospital and Institutional Relationships of 
the College of American Pathologists and a member of 
the Medical Advisory Board of the Catholic Hospital 
Association. 

Based on conviction that laboratory tests and, what 
is more to the point, the reports thereon are not always 
what they seem, Dr. Smith proposes to “run a few 
tests” on both the procedures and the language of re- 
porting the findings. The goal is to make the labora- 
tory a more reliable diagnostic tool. In each instance he 
will indicate the objection or source of possible error in 
the procedure, with suggestions as to improvement of 
the procedure or substitution of a more accurate test. 

To be included in this analytical review are tests 
commonly used in hematology, urinology, gastric 
analysis, serology, parasitology, syphilology and blood 
bank procedures. He will 
examine as many of some 
60-odd specific tests as time 
will permit. This lecture 
has all the earmarks of be- 
ing one of the most valuable 
in the entire four days. 


Team Up on Cervicitis 


The second presentation 
of the morning is unique in 
that it will be made by two 
speakers instead of one. 
The two men will jointly 


Lovis S. Smith, M.D. 


Will show that laboratory 
tests are not always what 
they seem. 
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Schedule of Events 


1957 SCIENTIFIC ASSEMBLY ¢ ST. LOUIS, MISSOURI 


Day Time ‘ve Place 





Friday, March 22 10:00 a.m. Board of Directors Meeting Sheraton-Jefferson 


Saturday, March 23 7:30 AM. Reference Committee Sheraton-Jefferson 
Chairmen Breakfast 








10:00 a.m. Registration of Delegates Sheraton-Jefferson 
12:00 Noon Joint Meeting: Board, Local Sheraton-Jefferson 
Arrangements Committee and 
Scientific Assembly Committee 


2:00 P.M. Congress of Delegates Convenes Sheraton-Jefferson 
5:30 P.M. Reference Committees Sheraton-Jefferson 
Sunday, March 24 9:00 a.m. Reference Committees Sheraton-Jefferson 
10:00 A.M. Member Registration Kiel Auditorium 
10:00 a.m. Ladies’ Registration Sheraton-Jefferson 
2:00 P.M. Congress of Delegates Convenes Sheraton-Jefferson 
5:30 P.M. Reference Committees Sheraton-Jefferson 
Monday, March 25 8:30 A.M. Member Registration Kiel Auditorium 
9:00 A.M. Congress of Delegates Convenes Sheraton-Jefferson 
9:00 A.M. Ladies’ Registration Sheraton-Jefferson 
12:00 Noon Congress of Delegates Recess 
1:00 P.M. Scientific Assembly Opens Kiel Auditorium 
EVENING State Chapter Functions 


Tuesday, March 26 8:30 A.M. Member Registration Kiel Auditorium 
9:00 A.M. Scientific Assembly Kiel Auditorium 
9:00 A.M. Ladies’ Registration Sheraton-Jefferson 


12:00 Noon Ladies’ Luncheon and Card Party Sheraton-Jefferson 
12:00 Noon Children’s Luncheon and Parade Sheraton-Jefferson 
of Magic 
3:00 P.M. Mead Johnson Awards Kiel Auditorium 
6:30 P.M. Delegates’ Reception and Dinner Sheraton-Jefferson 
Wednesday, March 27 8:30 A.M. Member Registration Kiel Auditorium 
9:00 A.M. Scientific Assembly Kiel Auditorium 
9:00 A.M. Ladies’ Registration Sheraton-Jefferson 
(Special Ladies’ Entertainment Event—Time and Event To Be Announced) 
3:00 P.M. Ross Awards Kiel Auditorium 
8:00 P.M. Inauguration Ceremony Sheraton-Jefferson 
9:00 P.M. President’s Reception and Dance Sheraton-Jefferson 
Thursday, March 28 8:30 A.M. Member Registration Kiel Auditorium 
9:00 A.M. Scientific Assembly Kiel Auditorium 
12:00 Noon Assembly Closes 


1:00 p.m. Board of Directors Meeting Sheraton-Jeflerson 


——< 
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Malcolm L. Barnes, M.D. George S. Allen, M.D. 


Native Kentuckians, Dr. Barnes, a pathologist, and AAGP Member 
Allen, will explain practical treatment for cervicilis. 


present the findings and conclusions on a research proj- 
ect in cervicitis on which they have been jointly en- 
gaged for three years. Another unique feature is a sci- 
entific exhibit on the same subject, to be presented by 
the same two men. 

Dr. Malcolm L. Barnes is associate professor of 
pathology at the University of Louisville, director of 
Weeter Clinical Laboratory and of the laboratories at 
Norton Memorial Infirmary, pathologist to the State 
Tuberculosis Sanitorium and the Hardin County 
Memorial Hospital, and consulting pathologist to 
Louisville General Hospital and several other institu- 
tions. 

A native Kentuckian and a graduate of the school 
where he teaches, he did postgraduate work in bac- 
teriology and pathology. He served five years in the 
Army Medical Corps, emerging as a lieutenant colonel. 
His research investigations have included venereal dis- 
eases, lymphopathia, venereum in the female, pyelone- 
phritis, cervical lesions and congenital hydronephrosis. 

With no disrespect to Dr. Barnes, a special welcome 
is extended to Dr. George S. Allen because his name is 
also followed by the letters AAGP. He joined the Ken- 
tucky chapter in 1955. Dr. Allen is likewise a native of 
Kentucky and a graduate of the University of Louis- 
ville School of Medicine—where he serves as instructor 
in medicine. As indicated by his Academy member- 
ship, he is presently engaged in general practice in 
Louisville and is on the staff of three local hospitals. 

With the realization that cervicitis is one of the most 
common pathologic processes of women, constantly 
seen in the general practitioner’s office, this “team” 
composed of a pathologist and a general practitioner 
has undertaken a comprehensive study of the subject. 
The study, extending over three years, has involved 
more than 700 cases. 


Out of this project has come a method of six-point 
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Thomas Francis, Jr., M.D. Philip Thorek, M.D. 


His name is familiar to laymen Dr. 
and profession as a top polio au- 
thority. 


Thorek, a favorite with 
medical audiences, will be the 
closing speaker. 


biopsy, with identification and correlation of histologic 
changes in the various areas of the cervix. A new 
method of office conization, developed by one of the 
speakers, will be demonstrated, with an indication of 
anticipated results. A treatment regimen for cervicitis, 
practical in the general practice office and recom- 
mended as superior to previous techniques, will be 
presented. 


Evaluation of Polio Vaccine 


Dr. Thomas Francis, Jr., is professor of epidemi- 
ology in the medical school and chairman of the De- 
partment of Epidemiology in the School of Public 
Health at the University of Michigan. He is most 
familiar to the lay public as director of the Poliomye- 
litis Vaccine Evaluation Program in 1954-55, but to 
the profession he has been long and favorably known 
for his substantial contributions to research in the en- 
tire field of virus diseases, including influenza, hepatitis 
and pneumonia as well as polio. 

He received the Lasker Award in 1947, the Howard 
Taylor Ricketts Award in 1952 and the Bruce Memorial 
Medal in 1953. Dr. Francis belongs to nearly 20 highly 
erudite professional societies and is a member of an 
equal number of consulting and advisory committees 
in this country. 

Dr. Francis will discuss “Evaluation of Poliomyelitis 
Vaccine,” presenting certain immunologic principles 
involved in the use of inactivated polio virus and in the 
methods of determining its effect. Highlights of the 
1954 Field Trial will be reviewed and the reported re- 
sults of 1955 will be summarized. It is hoped, too, that 
data accumulating from the 1956 experience can be 
presented. The problems in the development of vac- 
cines with active poliomyelitis and the reported prog- 
ress along these lines will also be discussed. 
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Glamorous 


NEW GRLEANS 
and The Gull Coast 


FOR THE 1957 
INVITATIONAL SCIENTIFIC CONGRESS 
UNDER THE DIRECTION OF 

THE LOUISIANA ACADEMY OF GENERAL PRACTICE 


(SPECIAL TRAIN ARRANGEMENTS FROM ST. LOUIS) 


FOLLOWED BY 


Sxetie 
SOUTH AMERICA 


“LAND BEYOND THE HORIZON” 
26 DAY AIR CRUISE IN PANAMA, PERU, CHILE, 
ARGENTINA, URUGUAY, BRAZIL 
ONLY ...$1763.00 PER PERSON 








TIME IS GROWING SHORT— 
SO MAKE YOUR RESERVATION NOW! 














Thorek Closes Program 


If the entire Academy membership were to be sur- 
veyed on the question: ‘What one medical speaker 
would you most like to hear again,” the answer would 
undoubtedly come back as one voice: “Phil Thorek!” 
Dr. Philip Thorek is clinical associate professor of sur- 
gery at the University of Illinois and professor of sur- 
gery at Cook County Graduate School of Medicine. 
Member of numerous surgical associations and fre- 
quent winner of medals, citations and awards of merit, 
Dr. Thorek is author of three outstanding texts: 
Anatomy in Surgery, Diseases of the Esophagus, and 
Diagnosis in Surgery. He is a frequent contributor to 
the medical press and has authored a film library on 
some 70 medical and surgical subjects. 

When invited to select a subject for his presentation, 
Dr. Thorek chose “Intestinal Obstruction” because he 
considers the still too high mortality in this field as a 
glaring challenge to the entire profession. He points 
out that intestinal obstruction is a symptom complex, 
not a disease entity, and will approach his review of it 
from that point. 

With an aim toward simplification in diagnosis, four 
simple questions will be asked. With the answers as a 
basis of intelligent diagnosis, a sound plan of therapy 
will be presented and its clinical applications discussed 
thoroughly. He will show how, by following this sim- 
plified procedure, it may be possible to lower the 
mortality of intestinal obstruction. This one lecture, 
alone, should be worth the trip to St. Louis. 


Post-Assembly Trip Includes Invitational 
Congress, New Orleans Side Trips and Easter in Rio 


ENCHANTING SIDE TRIPS in and about New Orleans are 
being built around the post-Assembly Invitational 
Scientific Congress there on March 29. The five-day 
itinerary, plus two days enroute, are arranged by Lee 
Kirkland Travel of Kansas City. Those attending the 
congress will board the Illinois Central train at 4 P.M. 
Thursday, March 28, following the official closing of 
the Ninth Annual Scientific Assembly in St. Louis. 

New Orleans’ Roosevelt Hotel will be headquarters 
for the Friday congress, which officially opens at 1:45 
P.M. (see cut). Four nationally-known physicians—Dr. 
Malcom Phelps, who will then be the new AAGP presi- 
dent; Dr. Alton Oschner, Oschner Foundation; Dr. 
William Frye and Dr. Edgar Hull, dean and assistant 
dean, respectively, at Louisiana State University’s 
Medical School will comprise the speakers’ list. The 
Louisiana chapter-sponsored scientific session will 
close with a banquet in the hotel. 
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Busy Post-Assembly Site— The Roosevelt Hotel, headquarters for the 
post-Assembly Invitational Scientific Congress, can be seen towering 
in the center background. This view is looking down Canal Street, 
the widest “main” street in any large city in the United States. It 
serves as a dividing line between the “new” and the “‘old” ot the 
city, with a neutral strip running between the two roadways. 


ee > } 


In the Heart of Old New Orleans—The famed St. Louis Cathedral, 
in use as a house of worship since 1794, can be seen in the center 
foreground, “framed” by ornate iron grillwork, typical of New 
Orleans. The Cathedral is flanked on the left by the Cabildo, where 
the Louisiana Purchase was negotiated, and on the right by the 
Presbytere, or priest house. Both now house the Louisiana State 
Museum. The buildings face Jackson Square, originally known as 
the Place d’Armes, and form the heart of the old city. 
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Pictures 
help you 
say it better 


Get better pictures with Photograph: David Lubin, Medical Illustration Service, U.S.V.A. Hospital, Clevelond 30, Ohio 


... the Cine-Kodak K-100 Turret Camera 





ITH this truly great Cine-Kodak camera 
Wea can keep a photographic record of 
all your significant cases... have 16mm 
movies—color or black-and-white —for 
review and discussion. It accepts any of 
three fine Kodak Cine Ektar Lenses—15mm 
to 152mm... has matching viewfinders. 
The drive mechanism—a powerful, pre- 


stressed motor—pulls 40 feet of film through 


at a single winding... assures exact uni- 
formity at every operating speed. Quick, 
easy loading. Simple, positive operation. 
Camera is priced from $315 (single-lens 
model from $279). 

See your Kodak photographic dealer, or 
write for details. 


Prices include Federal Tax where applicable é 
and are subject to change without notice. é 


EASTMAN KODAK COMPANY « Medical Division * Rochester 4, N. Y. 
Serving medical progress through Photography and Radiography 
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The following day, Saturday, March 30, sightseeing 
will begin with French Quarters tours (see cud). There 
will be dinner at famed Arnaud’s and a night drive 
through the “Crescent City,” topped off with a coffee 
and doughnut stop at the French Market. 

Sunday’s activities feature an afternoon excursion 
via SS President on the Mississippi, seeing Old Jackson 
Barracks, Chalmette Battlefield and early architecture, 
among other famous sights. Dinner and dancing in the 
Roosevelt’s Blue Room are evening events. 

Departure for Edgewater Park, Miss. and the charm- 
ing Edgewater Gulf Hotel will follow breakfast on 
Monday, April 1. Guests may enjoy golf, tennis and 
swimming, as well as other relaxing features there. 

Special transportation will take the group to Bellin- 
grath Gardens, just outside Mobile, Ala., Tuesday, 
April 2, to see a breathtaking panorama of more than 
60 acres of beautiful landscapes, rivers, lakes, fountains 
and walks. 

The final day (April 3), full of leisure time for indi- 
vidual sightseeing and visiting, is climaxed with a 
special farewell cocktail party. 

Home departures, from the Edgewater Gulf Hotel, 
according to individual schedules, will follow breakfast 
on Thursday, April 4. 

Easter in Rio and special dinner parties there and in 
Buenos Aires are in store for those who choose to tour 
South America, the “Lands Beyond the Horizon,” in 
26 fascinating days. Following departure from New 
Orleans April 1, stops will be made at Panama, Lima, 
Santiago, the fashionable resort of Vina Del Mar, 
Buenos Aires, Montevideo, Sao Paulo-Santos and Rio. 
The return trip terminates at Miami to make connec- 
tions with prearranged schedules to home cities. 

Highlights such as the Panama Canal; the San 


Trends and Events in the Nation’s Capital 


Folsom Aids Aging Council 


THE RECENT ELECTION of Secretary Marion B. Folsom as 
chairman of the Federal Council on Aging is further 
evidence of the Eisenhower Administration’s mount- 
ing interest in medical care problems of older citizens. 

Established in February, 1956 by White House order 
the Council consists of representatives of 13 executive 
departments and agencies. Heretofore none of its 
members have been of Cabinet rank. Washington ob- 
servers view the appointment of the Secretary of 
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Marcos University, oldest in the Americas; flying high 
above the Andes; a visit to El Tigre, ‘The Venice of 
Argentina,” from Buenos Aires; visits to Bird Sanc- 
tuary, Butantan Snake Farm and Orchid Gardens at 
Sao Palo and Rio’s Sugar Loaf, Rain Forest, Casca- 
tinha Water Fall and Corcovado Peak are included. 

Light to medium weight clothing is suggested as 
suitable for the entire trip, with a light wrap for eve- 
ning wear. Formal attire will not be needed, but a good 
pair of walking shoes is advisable. 

As reservations are received, full information per- 
taining to the necessary documents, such as passports, 
vaccination, etc., will be supplied. 


March 1 Is Advance Registration 
Deadline for St. Louis Assembly 


Marcu 1 is the deadline for all members who wish to be 
registered in advance of the 1957 Scientific Assembly 
in St. Louis. 

All members who make hotel reservations before this 
deadline will receive a badge, in duplicate, through the 
mail which will be prepared at the headquarters office 
in Kansas City. 

A special registration desk will be set up at the 
Assembly in St. Louis for those registered in advance. 
The member need only turn in the duplicate badge to 
pick up his official program and badge holder. This 
will greatly speed up the registration process—there 
will be no cards to fill out and no waiting in line. 

The member’s name will be published in the Daily 
Bulletin from the duplicate badge. In this way the 
names of members who had planned to attend but can- 
celed at a late date will not be published. 





Health, Education and Wel- 
fare to the chairmanship as 
a firm indicator of increased 
federal participation in 
health affairs of the aging 
and chronically ill. 
Secretary Folsom said, in 
accepting the new post: 
“The Council already 
has played an important 
role in planning, coordinat- 
Marion B. Folsom 
HEW Secretary heads Fed- 
eral Council on Aging. 


ing and strengthening fed- 
eral programs of benefit to 
older persons. I am hopeful 
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Naturally she’ll appreciate efficacy with elegance 





LANTEEN EXQUISET 


for natural acceptance of your prescribed contraceptive regimen «+ fulfills your patient’s 
natural wish that her possessions reflect her femininity. Each Lanteen Exquiset contains: 3 oz. 
tube of Lanteen spermicidal jelly, soothing, cleanly scented; easy-to-insert, molded, flat spring 
diaphragm ; Easy-Clean applicator; universal inserter — all fitted into a stylish, soft plastic purse. 


Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin in a 
tragacanth base. Lanteen jelly and flat-spring diaphragm sets are distributed by George A. Breon & Company, 1450 Broadway, 
New York 18, N.Y. (In Canada: E. & A. Martin Research Ltd., 20 Ripley Ave., Toronto, Canada.) Manufactured by Esta Medical 
Laboratories, Inc., Chicago 38, Ill. *Trademark of George A. Breon & Company 
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that in the year ahead continued progress can be made.” 

More detailed information on the President’s plans 
for new legislation in this area will be supplied in his 
annual National Health Message, which is scheduled to 
be sent to Congress some time in February. 


Vitamin A Overdosage 


Food and Drug Administration is concerned about 
reports, some of which have appeared in the literature, 


of adverse effects of vitamin A overdosage. The special 
conference which it called, on short notice, for January 
14 had as its purpose the discussion of feasibility of 
placing some kind of control on over-the-counter sales 
of vitamin A preparations. 

FDA’s medical division, which sponsored the meet- 
ing, invited the principal manufacturers of vitamin 
products to send representatives. In addition, it 
formed an ad hoc committee to advise the federal 
agency on measures which might be taken to solve the 
problem. 


More SBA Loans 


The new policy of the Small Business Administra- 
tion which permits profit-making hospitals, nursing 
homes and medical laboratories to qualify for loans is 
being invoked with increasing frequency. 

In December, SBA approved $250,000 federal loans 
—the maximum allowed by law—to three physicians in 
Dickson, Tenn., and to a physician in Sherman Oaks, 
Calif. Construction and equipment of hospital build- 
ings were the loan’s objective in each instance. 

Drs. L. C. Jackson, W. M. Jackson and J. T. Jack- 
son, operating the Goodlark General Hospital, re- 
ceived a $100,000 loan from their local bank as part of 
the transaction by which SBA lent them $250,000 for 
ten years, at 5 per cent interest. In the California trans- 
action, there was no bank participation and SBA lent 
the full sum of $250,000 at 6 per cent. 

A third loan in December went to Drs. Ben R. Boice 
and Paul L. Anspach who operate the Sonora Hospital 
at Sonora, Calif. They received a $200,000 loan at 6 per 
cent to help finance doubling of the hospital’s size to 
67 beds. SBA supplied $180,000 and a local bank the 


remainder. 


Medicare Has Good Start 


The government’s so-called medicare program is 
off to a good start, in the opinion of the man charged 
with its administration. He is Maj. Gen. Paul I. Robin- 
sou of the Army Medical Corps. 

Shortly before Christmas, when the program was 
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slightly more than two weeks old, General Robinson 
expressed gratification at the cooperation and assist- 
ance volunteered by medical societies in the prepara- 
tion of fee schedules and dissemination of information 
among their members in the various states. 

At the time he spoke, it appeared that at least two 
states would not enter into contracts for provision of 
medical services to servicemen’s dependents by civilian 
practitioners. Nevertheless, General Robinson was 
high in his praise of organized medical groups in those 
states for their efforts in procuring the cooperation of 
doctors. 

It is still too early to tell whether Congress will be 
requested by Department of Defense to make any 
changes in the dependents’ medical care program. 


New Personnel Chief 


Early in February Col. Floyd L. Wergeland will be- 
come chief of the personnel division in the Office of the 
Army Surgeon General. The importance of this post 
will become particularly evident this spring in con- 
nection with forthcoming campaign to amend the 
Selective Service Act. 

Colonel Wergeland, a native of Great Falls, Mont., 
will succeed Col. Joseph H. McNinch as head of the 
personnel division. The latter has been reassigned to 
a Far East post. 

Between 1949 and 1953, Colonel Wergeland was at- 
tached to the Surgeon General’s Office in charge of its 
Education and Training Division. Subsequently he 
attended the National War College and at the time of 
his latest orders he was on duty at the Command and 
General Staff School in Fort Leavenworth, Kan.— 
From GP’s Special Washington Correspondent 





12 Candidates for 1956 Ross Awards; 
Judges Selected by AAGP Committee 


Twetve Academy members are candidates for the 
AAGP’s 1956 Ross Awards. The awards of $1,000 are 
presented annually to two Academy members for the 
most noteworthy scientific articles published in GP 
during the year. 

Dr. Ivan C. Heron, San Francisco, chairman of the 
Academy’s Ross Award Committee, will announce the 
winners during the Ninth Annual Scientific Assembly 
in St. Louis, Mo. He will make the award presentation 
to the winners at 3 p.M., Wednesday, March 27, during 
the afternoon session. 

The winners will be decided by three judges, all 
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Dexazyme’ 


For the first time in the treatment of de- 
pression, improvement in mentation and 
metabolism and mood is now possible 
with a single therapy—Dexazyme. 


Dexazyme elevates mood by combining 
low, safer dosages of dextro-amphetamine 
with Pentrazol.* 


Dexazyme improves mentation and clarity 
of consciousness through action of Pentrazol 
and niacin. 


Dexazyme enhances metabolism by pro- 
viding niacin, thiamine, riboflavin and ascorbic 
acid. 


*brand of pentylenetetrazol 


R Dexazyme #60 Sig.:1 (or 2) 
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GRAY PHARMACEUTICAL CO., INC 
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deans of leading medical 
schools in the country, who 
have been selected by the 
Ross Award 
Serving with Dr. Heron are 
Dr. William A. Sams, Mar- 
shall, N. C. and Dr. Arthur 
L. Vasconcellos, Honolulu, 
Hawaii. 

The judges are Dr. 
George A. Bennett, dean of 
Jefferson Medical College 
and Medical Center, Phila- 
delphia; Dr. O. W. Hyman, 
vice president and dean of 
the University of Tennessee 
College of Medicine, Mem- 
phis; and Dr. Walter E. Macpherson, dean of the 
College of Medical Evangelists, Los Angeles. 

The following are the member-authors and their 
contributions which make them eligible for the awards: 


Committee. 


Ivan C. Heron, M.D. 

A past chairman of the Acad- 
emy’s Board of Dhrectors 
heads the Ross Awards Com- 
mittee. 


January: The Child with a Runny Nose 
Paul Williamson, M.D., 
N.M. 

The Art of Growing Old 
Louis F. Rittelmeyer, Jr. 
Miss. 

Advue for Travelers 
Kermit Gruberg, M.p., Berkeley, Calif. 
The Magnet Is Mighty 

I. Phillips Frohman, M.p., Washington, 
D.C. 

The Sleepy Driver as a Preventive Medi- 
cine Problem 

John R. Rodger, M.p., Bellaire, Mich. 
Use of Solid Foods Early in Infancy 
Walter W. Sackett, Jr., M.p., Miami, Fla. 
Phenylbutazone in Nonarticular Rheuma- 
lism 

Edward W. McCormick, M.p., Agnew, 
Calif. 

Doctor, Do You Believe in Worms ? 

W. E. Henrickson, M.p., Poplar Bluff, 
Mo. 

The Pattern of a General Practice 
Samuel E. Paul, m.p., Troy, N.H. 
Epidemiology and the Sick Child 


Keith Hammond, m.p., Paoli, Ind. 


Albuquerque, 


, M.D., Jackson, 


AvuGust: 


SEPTEMBER ! 


OcrTorErR: 


NOVEMBER: 


Chlorpromazine in the Home Treatment of 
the Agitated Senile Patient 

Edward Settel, M.p., Brooklyn, N. Y. 
Office Obstetrics in Rural Practice 

W. H. Lane, Jr., M.p., Dover, Ark. 


DrcemBer: 
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O. W. Hyman, Ph.D. Walter E. Macpherson, M.D. 


Ross Award Judges—This trio of medical school deans will select 
the 1956 Ross Award winners. Left to right are Dr. O. W. Hyman, 
University of Tennessee; Dr. Walter E. Macpherson, College of Medi- 
cal Evangelists and Dr. George A. Bennett, Jefferson Medical Col- 
lege, Philadelphia. 


Academy Committee to Select 1957 
Mead Johnson Winners February 23 


Recirtents of the 1957 Mead Johnson General Practice 
Residency Scholarships will be selected February 23 in 
Kansas City at a meeting of the Academy’s Committee 
on Mead Johnson Awards for Graduate Training in 
General Practice. 

Dr. Marjorie E. Conrad, Wilmington, Del., is chair- 
man of the committee which is composed of Drs. 
Richard Chamberlain, Maplewood, N. J.; Jason C. 
Sanders, Shreveport, La.; Bernard E. Edwards, South 
Bend, Ind.; Leland S. Evans, Las Cruces, N. M. and 
Donald H. Kast, Des Moines, Ia. 

The names of the ten winners will be announced by 
Dr. Conrad on March 26 during the Scientific Assem- 
bly in St. Louis. The announcement will be made at 
3 p.M. during the Tuesday afternoon scientific program. 

The program established in 1951 by Mead Johnson 
& Company, Evansville, Ind. annually presents $1,000 
scholarships to ten interns 
and residents to aid them 
in taking a residency in 
general practice. 

Interns and young phy- 
sicians in military service 
who have not had any resi- 
dency training and who 
will be available to start a 
general practice residency 
in July are eligible. The 
winners will be selected on 


Marjorie E. Conrad, M.D. 


- the basis of scholarshi 
Will make announcement of - hip, 


the ten Mead Johnson win- 
ners. 


professional aptitude and 
fitness for general practice. 
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George A. Bennett, M.D 
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BLOOD DRAWS 


Here’s one of the most ingenious methods of 
blood analysis! A small strip of paper in an 
electric field paints a picture that’s worth a 
thousand calculations! 


Principle: The phosphatides and phospha- 
tide-containing complexes travel along the 
electrified path of the paper strip allowing 
identifiable protein and lipid complexes to be 
deposited at various points. Where the phos- 
phatide content is insufficient, electroneutral 
lipids (cholesterol, neutral fat) are set free to 
remain at the starting point. Thus we obtain 
the characteristic tell-tale density zones of the 
electrophoretic profile. 


Significance: Paper electrophoresis provides 
demonstrable physical evidence in disturb- 
ances of lipid metabolism and in associated 
disease states. Characteristic patterns have 
been obtained in hypercholesteremia, hyper- 
lipemia, lipoid nephrosis, etc.; electrophoretic 





ITS OWN PROFILE 


profiles from various species illustrate their 
relative predisposition to atherosclerosis. 


Application: Paper electrophoresis is now 
being used to investigate the influence of 
dietary supplementation with “RG” Lecithin 
upon lipoprotein patterns in patients with 
lipid metabolism disturbances. 


Glidden’s "RG” Lecithin consists of 90% 
natural phosphatides in dry, free-flowing 
granules refined from soybeans. It is the only 
lecithin made expressly for medically in- 
dicated dietary purposes. 


“RG” Lecithin is well tolerated and readily 
utilized by the body. There are no contrain- 
dications. Daily dietary supplement: 1 table- 
spoonful (7.5 Gm.) in juices or on cereals. (Up 
to 60 Gm. daily are used in clinical trials.) 





Literature on lecithin in health and disease 
available on request. 





RG* LECITHIN A dietary phosphatide supplement. 


The Glidden Company « Chemurgy Div., 1825 N. Laramie Ave., Chicago 39, Ill. 
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AAGP Adopts Policy on 1957 Polio Vaccine 
Program Following Recent New York Meeting 


Fottowinc the December 3 
meeting called by the Na- 
tional Foundation for In- 
fantile Paralysis in New 
York, the Academy’s Com- 
mission on Legislation and 
Public Policy adopted the 
following policy concerning 
the 1957 polio vaccine pro- 
gram: 

Recommends that every 
doctor’s office become an im- 
munization center; 

Recommends that physi- 
cians contribute their services 
for the immunization of indigent persons, wherever neces- 
sary; 

Would deplore any program or the part of any organ- 
ization which would tend to destroy the normal patient- 
physician relationship; 

And believes that if voluntary and public health agen- 
cies will devote their energies and funds toward public 
education to encourage people to seck immunization in 
their doctors’ offices the goals for prevention can be met. 

Dr. Floyd C. Bratt, Rochester, chairman of the 
Academy’s Commission on Legislation and Public 
Policy; President-elect Malcom E. Phelps, El Reno, 
Okla. and Dr. Fount Richardson, chairman of the 
Academy’s Board of Directors, represented the AAGP 
at the polio conference in New York. 

In addition to the Academy, the American Academy 
of Pediatrics, American Medical Association, American 
Public Health Association, U.S. Public Health Service 
and Association of State and Territorial Health Off- 
cers were represented in the top-level conference with 
President Basil O’Connor and his staff of the National 
Polio Foundation for Poliomyelitis. 

Problems of the foundation in encouraging the pub- 
lic to use the Salk vaccine were presented and a pro- 
motional program outlined. Final action of the con- 
ference was to select a seven-man committee from the 
group to act in an advisory capacity to organized 
medical societies and NFIP. The proposal for a perma- 
nent advisory committee to assist in carrying out 
the designated polio vaccine program was made by 
AAGP’s Board Chairman Richardson. 

One individual from each organization will comprise 
the committee. Dr. Phelps was selected to represent 
family doctors. Other representatives named at this 
session were Dr. Walter B. Martin (subject to trustee 
approval), AMA; Mr. Sol Lifson, American Public 





Floyd C. Bratt, M.D. 


His commission outlines 
Academy policy on polio vac- 
cine program for new year. 
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Health Association; and Dr. Thomas M. Rivers, 
NFIP. Representatives from American Academy of 
Pediatrics, Association of State and Territorial Health 
Officers and American College of Physicians were to be 
named following the meeting. 

The American Academy of Pediatrics proposed a 
considerable advertising campaign for promoting the 
increased use of polio vaccine. 

The Academy of Pediatrics, through Dr. Edgar E. 
Martmer, also proposed that it and NFIP should be- 
come the primary sponsors of the nationwide program 
—the other medical associations could serve as co- 
operating agencies. This proposal was not acceptable 
to the other medical representatives. 

Academy President-elect Phelps commented that a 
chief source of conflict had resulted from mass inocu- 
lations being handled by the Public Health Service 
with federal funds, which had not fostered cooperation 
among physicians. He expressed the belief that the 
AMA with the cooperation of any groups which are a 
part of it, was the only organization that could ad- 
equately represent and speak for all doctors in solving 
the poliomyelitis vaccination problem. 

There were many suggestions on how best to pro- 
mote the program this year. Dr. Jack Haldeman of 
USPHS is convinced that it will be necessary to utilize 
public clinics if 90 to 95 per cent of the population is 
to be vaccinated. 

Dr. Haldeman said that although there is no longer 
a problem of supply, it is conceivable that next sum- 
mer there might be a shortage because manufacturers 
cannot be expected to continue to produce at high 
levels when large inventories exist. He also felt it high- 
ly unlikely that the Administration will ask Congress 
for additional funds for vaccine purchase after June 30. 

Mr. Gabriel Stickle of the NFIP staff reported that 
as of the end of November, a total of 122 million units 
had been released, as follows: a) NFIP, 14 per cent; 
b) commercial users, 34 per cent; c) public agencies, 
52 per cent. 

Manufacturers’ unsold inventories totaled 16,722,030 
cc. Under the federal Poliomyelitis Vaccination Assist- 
ance Act, $53,600,000 was allocated and as of Novem- 
ber 23 only 65.1 per cent had been expended. 


NFIP Approves Three Plans 
NFIP President Basil O’Connor said that while 


everyone is interested in eliminating paralytic polio- 
myelitis, the national foundation has no desire to inter- 
fere with any existing methods of procedure in the 
medical profession or between the medical profession 
and their patients. 

He outlined three plans which national polio foun- 
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for therapeutic washing of 
skin in acute acne. Also as 
a therapeutic shampoo in 
associated oily scalp and 
dandruff. 





for therapeutic washing of 
skin after acute phase of 
acne is controlled. Main- 
tains skin dry and come- 
done free. 








Posten’ rn /caxe 


In acne, Fostex Cream and Fostex Cake degrease 
and degerm the skin...unblock pores...remove 
blackheads and help prevent abscess formation. 
They’re well tolerated and easy to use. All the 
patient does is stop using soap...start washing 
with Fostex. 


Fostex effectiveness in acne is provitled by Sebulytic, * 
a new combination of surface active cleansing and 
wetting agents with remarkable antiseborrheic, kera- 
tolytic and antibacterial action, enhanced by sulfur 
2%, salicylic acid 2%, and hexachlorophene 1%. 
Fostex Cream 4.5 oz. jar. Fostex Cake in bar form. 


Fostex does not contai lenium. 





*Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate, 
sodium dioctyl sulfosuccinate 


Write for samples and literature. 


PHARMA i E UTI CA me 469 Dewitt Street 
Yivision of Foster-Milburn Co. Buffalo 13, New York 
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dation would approve for chapter participation: 

1. Individual physicians in the community will ad- 
minister vaccine as they now do with the added pro- 
viso that they will bill the local chapters on an agreed- 
upon form which will be used for those patients whom 
the doctors state require aid. As part of this plan, pro- 
vision will have to be made within the community for 
one or more doctors to be available to provide vaccina- 
tions for those medically indigent who do not have 
family physicians. 

2. Individuals who do not have sufficient funds for 
vaccinations will apply to the chapters who, after com- 
pletion of a simple interview form, will certify to the 
individual’s physician that the chapter will cover the 
cost of immunization. 

3. The local chapter will underwrite the cost of one 
or more clinics (schools, doctors’ offices, public health 
stations, etc.) to provide immunization for those eli- 
gible for immunization with public funds, or providing 
public funds are exhausted. 

This third proposal corresponds to the Phoenix, 
Arizona plan which is now being recommended by 
NFIP to state representatives for local chapter use. 

Mr. George Voss, director of chapters for the na- 
tional foundation, explained the Phoenix plan which 
included, among other things, apparently no choice of 
private physician. 


New York City Program 


Another plan, one under way in New York City 
sponsored by five medical societies of New York, was 
explained by Dr. Roscoe P. Kandle of USPHS. 

There are two parts to the program: (1) All doctors 
are urged to create vaccination centers in their own 
offices and (2) the medical societies have formed teams 
of doctors to give the inoculations on a mass basis to 
members of labor unions, tenant groups and business 
and industry. 

All persons who wish to receive their shots in the 
privacy of a physician’s office are urged to do so. The 
medical societies have agreed that the fee for these 
private inoculations should be minimal and have rec- 
ommended that they not exceed $3 per injection. This 
top fee includes the price of the vaccine which costs 
the doctor approximately $1 and which he would 
purchase through commercial channels. 

Since it is virtually impossible to accomplish the 
over-all project by customary type of office inoculation, 
the five medical societies agreed to create task force 
teams to provide mass vaccination. The physicians 
teceive no fee for these mass inoculations. The city of 
New York will purchase the vaccine for these mass 
injections from municipal funds. 
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Physician-Hospital Agreement Reached 
In lowa; Now Awaiting Implementation 


A PHYSICIAN-HOSPITAL AGREEMENT in Iowa which was 
developed and approved November 8 by a six-member 
committee of hospital trustees and Iowa Medical 
Society representatives has now been ratified by the 
policy-making bodies of the Iowa State Medical Society 
and the Iowa Hospital Association. 

The joint committee is also working on recom- 
mendations for a legislative program designed to elim- 
inate any reasonable doubts about the legal principles 
embodied in the joint declaration. 

The following are highlights of the November 8 
agreement: 

(1) There cannot be an employer-employee relation- 
ship between a hospital and a physician. 

(2) Radiology and pathology services are medical 
services. 

(3) Bills for radiology and pathology services must 
be submitted in the physician’s name. 

(4) Radiology and pathology services that have been 
paid for by Blue Cross in the past will now be paid 
for by Blue Shield. 

(5) Hospitals may own and maintain laboratory and 
x-ray facilities and may operate them within the pur- 
view of the Joint Declaration. 

(6) Hospitals are to employ technologists and tech- 
nicians unless it is mutually agreed otherwise. 

(7) The employment, discharge and disciplining of 
technologists and technicians and the establishment 
of fees are to be accomplished by mutual agreement 
between the doctor and the hospital with the Joint 
Conference Committee of the hospital resolving any 
differences. 

(8) Hospitals are not to interfere with professional 
medical acts of the doctor or technologists and techni- 
cians under his supervision. 

(9) A contract may be oral or written and shall pro- 
vide for compensation as agreed to by the parties in- 
volved, but any compensation arrangement must con- 
form to the principles contained in the Joint Decla- 
ration. 

(10) By unanimous agreement of the six conferees, 
the Joint Declaration is limited to resolving problems 
of radiology and pathology. This grew out of the belief 
that if agreement could be reached in these specific 
areas, it would make it easier to resolve other problems 
that may exist. 

(11) Local settlement between doctors and hospitals 
is stipulated in the agreement. 

The hospital association’s appeal to the Supreme 
Court of District Judge C. Edwin Moore’s decision is 
still pending. (In 1954, the Iowa attorney general, 
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Horizontal Trendelenburg 


These 12 basic positions of the Ritter Universal 
Table provide amazingly easy accessibility to 
any desired examination and treatment area of 
any of your patients .. . especially the elderly, 
arthritic, cardiac or otherwise infirm. 

Consider these energy-saving features—quiet- 
ly powerful motor-hydraulic base for effortless, 
full 18” patient elevation; smooth hand wheel 






Contour Chair 


tilt; 180 degree rotation; 7-position rectangular 
headrest cushion; combination kneerest, footrest 
and table top extension; self-energizing automat- 
ic hand lever locks for back and leg sections. 

See your Ritter dealer now for additional in- 
formation and demonstration or write the Ritter 
Company, Inc., 3626 Ritter Park, Rochester 3, 
New York. 





Lateral (Sims) 


Pediatric—Child 
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after a protest by the Medical Society, ruled that 
Jowa’s nonprofit hospitals were corporations and, as 
such, could not practice medicine. The Hospital Asso- 
ciation started court action to upset the ruling. After 
a 13-week trial District Judge C. Edwin Moore upheld 
the ruling. He also found that a physician who per- 
mitted a hospital to bill a patient for his medical serv- 
ices in the name of the hospital, without the consent 
of the patient, was guilty of fee-splitting.) 

Attorneys for the hospital association have been 
granted an extension until March 1 for submitting 
their appeal. The appeal is expected to be dismissed 
as soon as final arrangements for implementing the 
joint declaration have been completed. 


Blue Cross Revises Activities to Boost 
Its National Enrollment Programs 


Tue Bue Cross Association, an Illinois corporation 
chartered in 1948 which has had limited responsibili- 
ties in the national Blue Cross movement, has now 
been revised so that it will be solely responsible for the 
plan’s membership services. 

The announcement made by Robert T. Evans, Chi- 
cago, chairman of the Blue Cross Commission of 
American Hospital Association and vice president of 
Blue Cross Association said the newly revised associa- 
tion will oversee Blue Cross national enrollment. 

Dr. Basil C. MacLean, who recently resigned his 
post as New York City’s Commissioner of Hospitals, 
took over the presidency of Blue Cross Association the 
fourth of this month. Dr. MacLean is one of the origi- 
nal founders of Blue Cross movement. 

The 86 Blue Cross Plans in North America were 
federated through the Blue Cross Commission, which 
has been responsible for national programs. However, 
Mr. Evans explained, “We 
feel now that a unit solely 
responsible for the member- 
directed 
business is essential.” 

The Blue Cross Commis- 
sion will continue as a part 
of the American Hospital 
Association, serving as the 
national coordinating agen- 
cy for the Blue Cross Plans 
of the United States and 
Canada. It will retain activi- 
ties which are concerned 
with prob- 
lems of plans while the asso- 
ciation will deal primarily 


services of our 





Dr. Basil C. Maclean, former 
commissioner of hospitals in 
New lork City, became pres- 
ident of Blue Cross Associ- 
ation on February 4. 


management 
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with sales and member-directed functions for the entire 
Blue Cross Program. 

Presently there are more than 52 million persons 
enrolled in Blue Cross plans. During 1956 it is esti- 
mated that the plans paid over a billion dollars to 
hospitals for care given these members. 


New Year Brings Still More Speaking 
Commitments for President J. S$. DeTar 


SPEAKING ENGAGEMENTS continue to fill Academy Presi- 
dent J. S. DeTar’s busy schedule. Both chapter and 
nonchapter meetings are included. The most recent on 
his list was the International Medical Assembly of 
Southwest Texas held January 28 in San Antonio. He 
gave two addresses: ‘The Generalist, the Hospitals, 
and the AMA,” and “Cancer Detection in the Office 
of the Generalist.” 

During the preceding week, on January 23, he ad- 
dressed the Hamilton, Ont., Academy of General 
Practice on the “General Practice Progress in the 
States.” On January 3-4 he participated in a Confer- 
ence on Hospital-Physician Relations in New York 
City. Prepayment principles as they affect the quality 
of medical care were discussed. The. conference was 
presented by Columbia University School of Public 
Health and Administrative Medicine. 

Dr. DeTar closed his 1956 schedule with several 
November and December addresses. On November 15 
he was guest speaker at a Conference with the Resi- 
dency Committee of Henry Ford Hospital to assist in 
planning a residency program. Earlier in the month, 
he was banquet speaker for the Michigan chapter. 
That same day he addressed the senior class of Wayne 
University Medical School. On November 24 he gave 
two speeches at the Nevada chapter’s meeting. 

An innovation in his speaker-requests was an invi- 
tation to address the junior class at the University of 
Michigan Medical School on December 6. It is the first 
request he has received from a junior class. His talk 
was “Why Consider the General Practice of Medi- 
cine?” On the 14th he spoke on “The Interest of the 
Generalist in the Public Relations Programs of Hospi- 
tals,” at a Conference of Hospital Administrators of 
Michigan in Ann Arbor. 

Several chapter functions are already on President 
DeTar’s agenda for the future. The first is the Ten- 
nessee Academy of General Practice where on April 9 
he will give a banquet address on ‘The Future of Gen- 
eral Practice.” On April 12 he will address the Utah 
chapter. Later commitments are Henry Ford Hospital 
Fourth Biennial Meeting of Henry Ford Hospital Med- 
ical Association on May 17, the Kansas City, Mo. 
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This confirms previous findings regarding the 
in many other skin conditions... diaper rash, 
ulcers (decubitus, varicose, diabetic), etc. 
DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 
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Chamber, of Commerce on May 22, the Greater Kansas 
City (Missouri and Kansas) chapter on May 23 and the 
Oregon chapter on September 20. October 10 has also 
been reserved for two talks to the Southwest Medical 
Association, meeting in Texas. 


Dr. Jesse Rising Ils New Chairman 
Of Residency Review Committee 


Tue Residency Review 
Committee at its regular 
fall meeting November 30 
in Seattle, Wash. elected 
Academy member, Dr. Jesse 
D. Rising of Kansas City, 
Kan. chairman for the new 
year. 

Academy representatives 
on the committee, which is 





a joint committee of the 
Academy and of the AMA’s 
Council on Medical Educa- 
tion and Hospitals, are Dr. 
Rising, Dr. William Shaw, 
Fayette, Mo. and Dr. Louis F. Rittelmeyer, Jr., Jack- 
son, Miss. Dr. Shaw was chairman in 1956. 

Dr. Andrew Bunten of the council was elected vice 
chairman and Dr. Arthur N. Springall of the council’s 
staff serves as secretary. 

During its meeting, which followed the AMA’s clin- 
ical meeting, the committee acted on 63 general practice 
residency programs. These programs were about even- 
ly divided between new programs and existing ones 
that had been evaluated by the council’s field staff 
during the past six months. 


Jesse D. Rising, M.D. 


Heads the Residency Review 
Committee. 


The Academy representatives have prepared some 
sample programs for general practice residencies. 
Copies of these are available upon request from the 
AAGP headquarters office in Kansas City, Mo. 


Successful Artery Grafts Result 
In Growth of Blood Vessel Banks 


Wirutn the past two years more than 100 blood vessel 
banks have been established in this country. These 
blood vessel banks are medical deep freezes in which 
sections of arteries, after being sterilized, can be kept 
for long periods of time until needed. 

One of the banks located in Schenectady, New York’s 
Ellis Hospital, which will observe its second birthday 
July 1, uses a stream of electrons as a means of steriliz- 
ing the blood vessels before they are stored. In most 
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banks, blood vessels are sterilized by chemical means 
before storage. 

Schenectady’s blood vessel bank is largely the result 
of the efforts of Dr. William J. Farrell in cooperation 
with the General Electric Research Laboratory in 
Schenectady. 

During a tour of duty with the First Marine Division 
in Korea in 1952, Dr. Farrell obtained blood vessels 
from marines who had been killed in action and pre- 
served them in refrigerated sterile jars for as long as six 
weeks. Battlefield cases calling for transplants occurred 
so frequently that there was no spoilage problem. 

Dr. Farrell was so pleased with the results of the 
system in Korea that he began his efforts to establish a 
blood vessel bank, for civilian use. 

The best source of blood vessels is a person between 
the ages of 2 and 40, preferably one who was in good 
health and who died as a result of an accident. Certain 
infectious diseases make a donor unsuitable. 

Within six hours, if possible, after the donor’s death, 
the blood vessel is removed during an autopsy. It is 
then sealed in a plastic bag and frozen. When several 
have accumulated, the frozen vessels supported on a 
bed of dry ice are exposed to the beam of the electron 
generator. 

Dr. Farrell believes that the blood vessels in this con- 
dition could be successfully stored almost indefinitely 
but at present no attempt is being made to keep them 
longer than one year. 

In a recent issue of the Journal of the American Med- 
wal Association three doctors of the University of Penn- 
sylvania School of Medicine said they believe almost 
any large community hospital can develop its own 
artery graft bank without too much expense and with- 
out hiring additional highly trained personnel. 





A frozen blood vessel which will be stored in Ellis Hospital’s blood 
vessel bank, Schenectady, N. Y. is shown in a plastic bag beneath 
the nozzle of an electron beam generator. Beams of electrons sterilize 
the artery before it is ready for storage. Dr. William J. Farrell (left), 
who pioneered the blood vessel bank at Schenectady, is shown with 
two General Electric Research Laboratory scientists who collaborate 
with him in his work. 
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AN ADVANCE 


in the treatment of vaginitis 





new...simple...effective...topical therapy 


Clinical evidence shows Sterisil Vaginal Gel 
to be highly effective not only against Trich- 
omonas and Monilia, but against the newly 
discovered pathogen Hemophilus vaginalis 
(now believed to be the etiologic organism 
most frequently responsible for so-called “non- 
specific” vaginitis and leukorrhea).* 


High tissue affinity of Sterisil assures prolonged 
antiseptic action; vaginal secretions are less 
likely to remove Sterisil from the site of appli- 
cation. Sterisil is also more convenient for the 
patient. Fewer applications are required for 
successful treatment. 


Acceptable to patients, Sterisil Vaginal Gel is 
easily applied, won’t leak or stain, requires no 
pad. Signs of local or systemic toxicity or 
sensitization have not been reported. 


Dosage: One application every other night until 
a total of 6 has been reached. This treatment 
may be repeated if necessary. 


Supplied in 1% oz. tube with 6 disposable 
applicators. Instructions for use are included 
with each package. 


*Gardner, H. L., and Dukes, C. D.: Am. J. Obst. & Gynec. 
69:962 (May) 1955. 


STERISIL VAGINAL GEL 


Brand of hexetidine 


WARNER-CHILCOTT 
















‘United States Capitalists Form World 
Rehabilitation Fund for Disabled Everywhere 





"LEADING INDUSTRIALISTS and business men in this coun- 
“try are forming an organization known as the World 
Rehabilitation Fund. One of the key men in the reha- 
"ilitation field, Dr. Howard Rusk, recently announced 
‘the plan which will aid the disabled everywhere. 

_ He says the fund will be liberally endowed as an 
"investment in understanding throughout the world.” 
- Last fall Dr. Rusk was on an official tour of Asia in 
‘the interest of the fund. On his Philippine visit, he was 
“quite impressed with Filipino medical progress and 
their sound beginning in physical rehabilitation work. 
He expressed the belief that the Philippines will be- 
‘come one of several world centers for rehabilitating the 
“crippled. 
' Dr. Rusk recently reported in the New York Times 
at 2,000 Filipinos are studying medicine in the 
Whited States with an encouraging proportion of them 
in rehabilitative training. 
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Union Bricklayer Gets Better Hourly 
Pay Than the Average Family Doctor 






BASED upon average incomes, a union bricklayer earns 
more per hour than a family doctor. According to Med- 
ical Economics, the bricklayer earns $4.25 an hour while 
the hourly wage of the family doctor averages $4.12. 
The typical family physician’s annual net earnings 
(before taxes) are $14,817. Looking at this amount 
through union eyes it represents about 60 hours of 
work (20 hours over the usual work week) and Sunday 
work for which labor would receive double pay. Allow- 
ing two weeks for a vacation, the magazine editorializes 
that the doctor’s annual working hours total approxi- 
mately 3,600. This number divided into the annual net 
income gives the doctor an hourly wage of $4.12. 
Persons critical of physicians’ earnings are asked to 
take into account the.extra hours which are put in by 
the average family doctor. They would find that his 
hourly returns fit right into the union pay scale. 


Army to Begin Three-Year Residency 
In Preventive Medicine on July 1 


On Juty 1 the Army will begin its first formal residency 
training program in preventive medicine, the Army 
Surgeon General’s office announces. 

Regular Army Medical Corps offices or qualified 
civilian physicians who accept commissions in the reg- 
ular Army are eligible to participate. 
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The residency is a three-year program. The first 
year will be an 11-month course in military preventive 
medicine at Walter Reed Army Institute of Research 
in Washington, D. C. or an equivalent graduate course 
in preventive medicine or public health at a civilian 
university. 

The second year of the program will be spent in an 
approved civilian residency training program in a city, 
county, district or state health department. 

The third year will consist of formal military resi- 
dency training at a large Army post. 


PHS Reports One-Fourth of Nation’s 
Population Drinking Fluoridated Water 


THE LATEST TABULATION by the Public Health Service 
shows that fluoridated drinking water is now furnished 
to one-fourth of the people using public water supplies 
in this country. 

During the first nine months of 1956, communities 
with a combined population of 6 million started fluori- 
dating their water. This compared with an average 
annual increase of 4 million from 1951 through 1955. 

At the end of last September, about 1,400 cities and 
towns with a total population of over 30 million 
people were using fluoridation. Among the larger cities 
adopting this measure are Chicago, Philadelphia, Balti- 
more, Washington, Pittsburgh, Cleveland, Milwaukee, 
San Francisco, St. Louis and Buffalo. 

These figures are significant in light of earlier 
statistics which show that in 1946, fluoridation was used 
in 12 communities with a total population of only 
328,000. By the end of 1950, 1.5 million people in 94 
cities and towns were drinking fluoridated water. 

At the end of 1955 about half the communities over 
500,000 population and one-fourth of the towns be- 
tween 10,000 and 500,000 population were fluoridating 
their water. Only 5 per cent of the communities of 
less than 10,000 population were known to be doing 
so at the end of 1955. 





Fred H. Simonton, M.D. 


Dr. Simonton of Chickamauga, 
Ga., a member of the Academy’s 
Board of Directors and of the Execu- 
tive Committee, was the recipient of 
dual honors in October. On October 
16 he was elected chairman of the 
Board of Health of the State of 
Georgia. The following day he was 
named president-elect of the Georgia 
chapter. 
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Oatmeal 


Presents No 
Digestive 
Burden 


Quaker Oats and Mother’s 
Oats, the two brands of oat- 
meal offered by The Quaker 
Oats Company, are identical. 
Both brands are available in 
the Quick (cooks in one minute) 
and the Old-Fashioned vari- 
eties which are of equal nutri- 
ent value. 


The Quaker Oats @mpany 


CHICAGO 








Its chemical, physical, and physiologic properties 
endow oatmeal with remarkable ease of digestion. 


In a broad series of tests the average coefficient 
of digestibility for oat protein was found to be 76 
per cent;! that for oat carbohydrate, 98 per cent;! 
that of oat fat ranged from 56 to as high as 100 
per cent.? 


Oatmeal, because of its eye appeal and pleasing 
taste, stimulates the flow of salivary and gastric 
secretions. Softly particulate in form, it is readily 
miscible with the digestive juices and presents a 
large surface area to enzymatic action, thus yielding 
rapidly to gastric and intestinal digestion. 


Oatmeal promotes comfort and efficiency of diges- 
tion throughout the gastrointestinal tract. The small 
amount of cellulosic material apparently aids in the 
breaking up of the compact gelatinous food mass in 
the stomach, thus facilitating gastric emptying.* 


Because of its chemical and mechanical blandness, 
its remarkable digestibility, and high nutrient value, 
oatmeal merits the physician’s continued recommen- 
dation as a key dish of America’s breakfast, not only 
in the normal diet, but also whenever dietary adjust- 
ment is therapeutically indicated. 


1. Merrill, A.L., and Watt, B.K.: Energy Value of Foods... Basis 
and Derivation, United States Department of Agriculture, 
Human Nutrition Research Branch, Agricultural Research 
Service, Agriculture Handbook No. 74, March 1955, pp. 8, 9, 
25, 32-43, 60-87. 


2. McCance, R.A., and Glaser, E.M.: The Energy Value of Oat- 
meal and the Digestibility and Absorption of Its Proteins, 
Fats and Calcium, Brit. J. Nutrition 2:221 (1948). 


3. McLester, J.S., and Darby, W.J.: Nutrition and Diet in Health 
and Disease, ed. 6, Philadelphia, W.B. Saunders Company, 
1952, pp. 189-190. 
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Medical News in Small Doses: 


Dr. Wiu1AM F. Matoney is the new dean of medicine 
at the Medical College of Virginia .... During the 
1955-56 academic year there was a 2.3 per cent gain in 
the number of women studying medicine in this coun- 
try’s approved four-year medical schools. The AMA 
reports there was a total of 1,573... . Two Academy 
members from Marietta, Ga.—Dr. E. P. Inglis and Dr. 
Remer Clark—had key roles in the recent three-day 
Cavalcade of Medicine in Marietta. Dr. Inglis was one 
of the co-chairmen of the cavalcade and Dr. Clark was 
chairman of the displays. The medical displays which 
were organized by the Cobb County Medical Society 
included a large collection of x-rays, tissues, models, 
movies and equipment which was gathered from all 
over Georgia and the rest of the nation. This cavalcade, 
an innovation in that it was prepared for public and not 
the medical profession, drew a big attendance. . . . New 
officers of the General Practice Section of Indiana State 
Medical Association are Dr. Keith Hammond, chair- 
man; Dr. William R. Tindall, vice chairman and Dr. 
Charles R. Alvey, secretary. All three are IAGP mem- 
bers... . Dr. Robert B. Livingston, former UCLA pro- 
fessor, is now scientific director of the combined basic 
research programs of National Institutes of Mental 
Health and National Institute of Neurological Diseases 
and Blindness. ... Southern Medical Association’s new 
president is Dr. J. P. Culpepper, Jr., Hattiesburg, 
Miss. Dr. W. Kelly West, Oklahoma City, Okla., is 
president-elect .... Dr. Norman Jackson, Rumford, 
Me. Academy member and a director of the state so- 
ciety, is the new president of the Oxford County 
(Maine) Medical Society. . . . A family doctor’s service 
to his patients recently paid off in an unexpected fash- 
ion. Academy Member Walter G. Robinson, Palm 
Beach, Fla. found on November 28 that he had been 
left $300,000 by the widow of a Syracuse, N.Y. indus- 
trialist “in appreciation of the many kindnesses to my 
beloved husband and myself.” . .. According to Rennie 
Taylor, Associated Press Science reporter who visited 
Russia last fall, Russia has about one doctor for every 
600 persons. The United States has one for 700. Nearly 
90 per cent of Russia’s doctors are women. Six years of 
study are required, including two years of premedical 
work... . / After the British government refused to grant 
English doctors a 24 per cent pay increase, the Chicago 
Tribune editorialized that in another generation John 
Bull will choose candidates for medical training, finance 
their education and move them into the medical 
bureaucracy. “If they won’t play ball, they won’t be 
doctors.” . . . Medical Education Week will be ob- 
served April 21-27. The spotlight will be on achieve- 
ments of the nation’s medical schools. 
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the long acting cough syrup 


provides greater relief 
with fewer doses per day 


One teaspoonful t.i.d. or q.i.d. provides 24- 
hour control of even obstinate, hacking coughs. 


Each fluid ounce of Tussar contains: 


Dihydrocodeinone bitartrate......... 1/6 gr. 
(may be habit forming) 
Prophenpyridamine maleate ......... 1 gr. 
Potassium guaiacol sulfonate, N.F. ... 8 gr. 
Sodium citrate, U.S.P. ........... 13.2 gr. 
ee ee ae 2 gr. 
Chioroform, U.S.P. ........0000- 2 minims 
Methylparaben, U.S.P. .............. 0.1% 


Flavor, sweetening, aroma, vehicle 


Ammonium chloride, potassium iodide or 
ephedrine may be added to Tussar. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY * KANKAKEE, ILLINOIS 


A- 
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for those with 


PARKINSONISM 


Smoother activity 





and 





brighter expression 


™“KEMADRIN 


w reduces rigidity and tremor. 


w seldom causes dryness of the mouth, 
blurring of vision or excitation. 


**KEMADRIN’ brand Procyclidine Hydrochloride 
Tablet of 5 mg., scored. Bottles of 100 and 1,000. 


Literature available on request. 


Brat BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, N.Y. 
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News from the State Chapters 


Dr. Jason C. Sanpers, Shreveport, was installed as the 
Lovisiana chapter’s teath president at its recent annual 
meeting in New Orleans. The ceremony was particu- 
larly noteworthy since his father, Dr. J. P. Sanders, 
first president of the Louisiana chapter, served as the 
installing officer. 

Academy President-elect Malcom E. Phelps, El Reno, 
Okla. installed the other officers. Dr. Julius Daigle is 
president-elect and Drs. Esmond A. Fatter and J. W. 
Crookshank are first and second vice presidents, re- 
spectively. Drs. Vincent Sampognero and Rafael C. 
Sanchez remain as treasurer and secretary, respective- 
ly, and Miss Helen Miller is executive secretary (see 
cul). Dr. J. C. Sanders succeeds Dr. Vincent P. Blan- 
dino as chapter president. 

Dr. William D. Paul who officially welcomed the 
guests also appeared on the scientific program. Drs. 
Philip Thorek, Richard Kern, Robert Ross, Lawrence 
O’Neil and T. A. Watters were other scientific lec- 
turers. 

“The Obligations of a Physician” was the title of the 
installation-banquet talk given by Dr. Phelps (see cut). 
> At New York chapter’s recent eighth annual meet- 
ing in Buffalo, Retiring Chapter President J. Hunter 
Fuchs and Buffalo’s mayor, the Honorable Steve Pan- 
kow, gave welcoming addresses. 

Highlighting the scientific agenda were symposiums 
on cardiovascular problems, surgery, practical obstet- 
rics and gynecology and malignancies, with more than 
20 scientific speakers participating: Drs. Dexter Levy, 
Samuel Bellet, O. H. Janton, Henry I. Russek, Charles 
K. Friedberg, Henry Kenwell, Claude S. Beck, Bernard 
L. Brofman, Edwin H. Ellison, A. G. MacKay, Milton 
G. Potter, Gordon Douglass, Edward Hughes, Robert 
Kimborough, Edward Denon, Glenn H. Leak, Emerson 
Day, Virginia K. Pierce, Chester M. Southam, Henry 
Brill, Robert Sidney Schwab and Cameron C. Gray. 

Special entertainment replaced speeches at the an- 
nual banquet, during which new officers were intro- 
duced: Dr. Richard P. Bellaire, president, succeeding 
Dr. J. Hunter Fuchs; Dr. G. Alx Galvin, vice president; 
Seymour Fiske, president-elect. Dr. Raymond S. Mc- 
Keeby remains as secretary-treasurer. 

Dr. Edward H. Morgat was named chairman of the 
board of directors. New board members are Drs. Louis 
Schneider and Aaron Murman. Delegates are Drs. 
Fuchs and Garra Lester. Speaker and vice speaker of 
the congress of delegates, respectively, are Drs. John 
J. Flynn and Mary Wyttenbach. 

The ladies toured Niagara Falls the second day and 
were conducted on daily afternoon lecture tours through 
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Lovisiana Officers—Dr. Jason C. Sanders, new Louisiana chapter 
president, seated, center, is flanked by Dr. Julius Daigle, president- 
elect (left) and Dr. Esmond A. Fatter, first vice president (right). 
Behind them are Drs. J. W. Crookshank, second vice president (left 
to right) ; Vincent Sampognaro, treasurer; Miss Helen Miller, execu- 
tive secretary and Dr. Rafael C. Sanchez, secretary. President San- 
ders is the son of Dr. J. P. Sanders, a past president of the American 
Academy of General Practice and the Louisiana chapter’s first 
president. 



























Dual Installation-B t Role—During Louisiana’s tenth annual 
meeting in New Orleans, Academy President-elect Malcom E. Phelps 
(to the left of lectern) had a busy role: that of installing new chapter 
officers at the Installation Banquet and giving the dinner talk. 


the Albright Art Gallery. Special entertainment also 
included a breakfast each morning which was followed 
by a live radio show. 

> Dr. W. A. Snodgrass, Jr., Little Rock, succeeds Dr. 
Ben N. Saltzman of Mountain Home as president of the 
Arkansas chapter, following election at its ninth an- 
nual fall meeting in October. Also elected were Drs. C. 
C. Long, Ozark, president-elect and Charles A. Archer, 
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always uniform. Provides easy-to-digest carbo- 
hydrates. One of 9 Gerber Fruits for Babies. 





Let's start at the Beginning 





During the newborn period—whenever 
you are ready to specify foods to supplement 
the milk or formula diet—Gerber offers 
specific starting foods, designed to meet 
early nutritive needs of your baby patients. 


Gerber Strained Orange Juice Gerber Cereal Quads 

Uniformly high vitamin-C value—40 mg. of Rice, Barley, Oatmeal, Cereal Food (a mixed 

ascorbic acid per 100 cc. Minimum peel oil cereal) —for good prescriptive latitude. All 

and seed protein residues for hypoallergenicity. enriched to more than whole-grain value with 
iron, calcium, B-vitamins. 4-in-1 pack for 

Gerber Strained Bananas easy introduction of variety. 

Only fully ripe fruit used—degree of ripeness Gerber Strained Meats 





Made from selected Armour cuts, Gerber 
Meats for Babies are free of sinew and coarse 
connective tissue. Low fat value. 8 varieties. 





Babies are our 


Gerber. 


BABY FOODS 


FREMONT. MICHIGAN 


business... our 


only business ! 





4 CEREALS * OVER 65 STRAINED AND JUNIOR FOODS. INCLUDING MEATS 
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Conway, vice president. Dr. L. A. Whittaker, Ft. 
Smith, remains as secretary-treasurer. 

> Dr. Paul Dudley White of Boston, one of President 
Eisenhower’s physicians, spoke to 700 family doctors 
and guests at Connecticut chapter’s sixth scientific 
medical symposium in Hartford on October 25 (see 
cut). 

He said there is no reason why a person shouldn’t 
live out his life after recovering from an attack of cor- 
onary thrombosis. Chapter President Jacques Voris 
opened the meeting with a welcoming address. 

Others giving scientific papers were Drs. Garfield G. 
Duncan, Harry W. Southwick, James Barrett Brown, 
Sheldon C. Siegel and Edward L. Bortz. Discussion 
periods closed both scientific sessions. 

Dr. Peter Scafarello who has been the chapter’s 
secretary-treasurer the past five years was awarded a 
bronze plaque during the luncheon, “‘for his untiring 
efforts and contributions made to the Connecticut 
Academy of General Practice.” Dr. George A. Fried- 
man of New York, guest luncheon speaker, gave a talk 
on “Law and Medicine.” 

More than 200 ladies attended the afternoon show- 
ing of new fall hair fashions and evening coiffures, 
presented by The Antoine Salon of G. Fox & Co. of 
Hartford. Mrs. Norman Cross was ladies’ program 
chairman. 

A cocktail reception for members and guests closed 
the meeting. 
> More than 1,200 family doctors and guests con- 
vened in Detroit, November 7-8 for Michigan chap- 
ter’s tenth annual fall postgraduate clinic. At the ban- 
quet, Retiring President and Toastmaster Russell F. 
Fenton presented the gavel to Dr. John W. Rice, new 
president. Chapter Member and Academy President 
J. S. DeTar was speaker of the combined cocktail hour 
and banquet, featuring a floor show, “A Night in 
Hawaii.” 

Other new officers are Dr. F. P. Rhoades, president- 
elect (he was convention manager); Dr. E. Clarkson 
Long, secretary and Howard Robinson, treasurer. 
Drs. William Reus and Jas. Fyvie were re-elected 
directors. Dr. A. C. Stander is speaker of the con- 
gress of delegates. 

Among special banquet guests were Dr. Kenneth 
Johnson, speaker of the state medical society’s house 
of delegates; Dr. Charles Sellers, editor of the chap- 
ter’s ““Bulletin;” Dr. Zack Rogers, Wayne County 
chapter president; Dr. Arch Walls, chapter member 
and state society president; Dr. Kenneth Toothaker, 
past chapter president and Dr. Edwin Fenton, Wayne 
County chapter president. (See cut.) 

Twenty guest speakers presented the outstanding 
scientific program. There were 26 scientific exhibits. 
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Connecticut Chapter Honorees—The noted Dr. Paul Dudley White 
(center), among scientific speakers at Connecticut’s recent meeting, 
discussed the program with Dr. Michael W. Palmieri (right), morn- 
ing moderator and Dr. Peter J. Scafarello (left), the program chair- 
man. Dr. Scafarello was awarded a bronze plaque “‘for his un- 
tiring efforts and contributions made to the Connecticut Academy 
of General Practice.”’ He has been the chapter’s secretary-treasurer 
for the past five years. 
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“A Night in Hawaii"— Michigan chapter members and guests 
enjoy “A Night in Hawaii,’ a floor show presented during their 
November 7-8 annual postgraduate clinic in Detroit. Seated left 
to right at the head table are: Dr. Kenneth Johnson, speaker of the 
house of delegates, state medical society; Mrs. Sellers; Dr. Charles 
Sellers, editor of the chapter “‘Bulletin;’’ Mrs. Robinson; Dr. Howard 
Robinson, chapter treasurer; Mrs. Rogers; Dr. Zack Rogers, Wayne 
County chapter president; Dr. Arch Walls, chapter member and 
state society president; Mrs. DeTar; Dr. J. S. DeTar, chapter member | 
and AAGP president; Mrs. Rhoades, ladies’ activities chairman; 
Dr. F. P. Rhoades, chapter president-elect; Mrs. Fenton; Dr. Russell 
Fenton, retiring president; Mrs. Rice; Dr. John W. Rice, new chap- 

ter president; Mrs. Long; Dr. E. C. Long, chapter secretary; Mrs. 

Stander, president, state society women’s auxiliary; Dr. Carl Stander, 

speaker of the chapter’s congress of delegates; Mrs. Toothaker; Dr. 

Kenneth Toothaker, chapter past president; Mrs. Fenton and Dr. Ed- 

win Fenton, past president, Wayne County chapter. 
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Better Calcium Assimilation 


TWICE THE PERCENTAL 
INCREASE OF TOTAL 
CALCIUM* 


OYSTER SHELL 


e Contains Trace Minerals 
e Contains More Calcium 


e ls Phosphorus Free (Naturally) 


LOW DOSAGE (1 tab tid.) 


ON 


MARION LABORATORIES 


2908 GRAND AVENUE 
KANSAS CITY, MISSOURI 








LOW COST (3 cents per tablet) 


e Write for samples and literature 


e Available at any NWDA 
Wholesaler 


*Hardy, J. A.: 
Obstet. & Gynec. (Nov. 1956) 
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Symbol of Office—Ceremonies at the Illinois chapter banquet in- 
cluded the passing of the gavel from Dr. George S. Schwerin, the 
retiring president, to Incoming President O. A. Phipps. 


> Pinpointing the Academy’s progress, AAGP Presi- 
dent J. S. DeTar made the banquet address for the 
Wlinois chapter’s ninth annual scientific meeting No- 
vember 13-15 in Chicago. (See cut of Dr. DeTar and 
the other special guests.) 

Dr. Orvan A. Phipps, Manteno, was installed as 
new president during the banquet-installation cere- 
mony (see cut). His successor will be Dr. Abraham I. 
Doktorsky, Chicago, now president-elect. Dr. Robert 
Heerens, Rockford, is the new vice president. 

There were new highs in every department—total 
attendance was 1,056 with 68 pharmaceutical and med- 
ical supply houses showing in the exhibit hall. 

The Reverend A. Cabot Johnson, Mission Covenant 
Church, Chicago, officially opened the meeting with an 
invocation. He was followed by Dr. Karl A. Meyer, 
Chicago Medical Society president, giving a welcoming 
address. Dr. Franklin Olson presided over both con- 
gress of delegates sessions, which closed with a dele- 
gates’ and state officers’ dinner. 

Opening talks were given the second day by Rabbi 
Shlomon Z. Fineberg, Congregation B’Nai Israel of 
Austin; Chapter President George S. Schwerin and 
Dr. F. Lee Stone, president of the state medical soci- 
ety. Initiating the scientific lectures was Dr. Henry H. 
Dixon of Portland, Ore. He was followed by Drs. Or- 
mand C, Julian and Harold C, Boris, Chicago; George 
Crile, Jr., Cleveland; Kenneth E. Appel, Philadelphia; 
Coye C. Mason, James E. Segraves, Philip Thorek and 
Edmund F. Foley, all of Chicago. 

A discussion period, hospitality hour and the ban- 
quet completed the day’s activities (see cut). 

The Reverend George Conner, Irving Park Presby- 
teria Church, Chicago, gave the invocation the final 
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Record Attendance—The Illinois banquet was one of the many 
features of the meeting which set new records. More than 300 doctors 
and wives heard AAGP President J. S. DeTar’s banquet address. 
All new chapter officers were honored during the evening. 


¥ 


Special Guests from Four States—J/linois chapter presidents are 
shown with special guests during their November 13-15 meeting in 
Chicago. Left to right are Drs. O. A. Phipps, newly-elected president; 
R.C. Doan, Ohio chapter president; €. Clarkson Long, Michigan 
chapter secretary-treasurer; Academy President John S. DeTar, Drs. 
Robert F. Purtell, Wisconsin chapter president; James L. Lamey, Jn- 
diana chapter president-elect and George S. Schwerin, retiring [lli- 
nots president. 


day. Scientific speakers were Drs. Edward F. Rosen- 
berg, Chicago; A. L. Lichtman, New York City; R. C. 
Balagot, William J. Dieckmann and Eugene T. Mc- 
Enery, all of Chicago; Mr. Leo E. Brown of Chicago 
and Drs. Jules H. Last, Highland Park; Steven O. 
Schwartz, Linden Seed and Armand Littmanm all of 
Chicago. 

Both scientific days included a roundtable lunch- 
eon, with Drs. Schwerin and O. A. Phipps, pre- 
siding. Other presiding officers throughout the scien- 
tific sessions were: Drs. Clinton D. Swickard, Franz S. 
Steinitz, John C. Smith, Carl L. Sandburg, Richard 
V. Kochanski, Sidney Klein, J. R. Burnett and Seth 
E. Brown. 

A wet clinic program, inaugurated by popular de- 
mand, was a special postmeeting clinic held the follow- 
ing day at the University of Illinois. 
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> Dr. Bennett I. Fielding, Worcester, was appointed 
president pro tem of Worcester (Massachusetts) chap- 
ter at an October organizational meeting. Drs. Field- 
ing, S. M. Ford of Auburn and Norman Hagopian of 
Holden composed the nominating committee. 
Toastmaster and moderator was AAGP Past Presi- 
dent John R. Fowler. Other speakers were Drs. Henry 
S. Uhl, director of medical education, Worcester City 
Hospital; Percy Brooke, director of medical educa- 
tion, The Memorial Hospital; and state chapter 
officers, Burton Elder, chairman of the progress com- 
mission and James G. Simmons, chairman of the 
hospital commission. 
> Maine chapter members recently convened at Loring 
Air Force Base in Limestone for their annual meeting. 
The program consisted of a clinical session, a dinner 
and a guided tour of the base. 
> Mr. Donley T. Shultz of Fairmont was recently ap- 
pointed executive secretary for the West Virginia 
chapter. 
> On November 26 the Southwestern Ohio Society of 
General Physicians (Ohio) chapter jointly sponsored 
a seminar on obstetric and gynecologic problems. Co- 
sponsors were the Cincinnati Obstetrical & Gyneco- 
logical Society and the College of Medicine, Univer- 
sity of Cincinnati. 
Fourteen doctors presented the program which was 
moderated by Drs. Richard Bryant and Joseph Crotty. 
This was the second in a series of regularly sched- 
uled courses presented by the chapter in collaboration 
with the College of Medicine. The third seminar, 
**Trauma,” was held January 20. Wives were invited. 
The Summit County (Ohio) chapter held its first 
annual postgraduate day November 14 at Akron Gen- 
eral Hospital. Dr. Robert J. Ferris, Akron, was pro- 
gram chairman. Six physicians from Ohio State Uni- 
versity College of Medicine presented scientific papers. 
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Kolantyl 


Gel and Tablets 


Action: 

Two-way spasmolysis ... Spasm is 
relieved and gastric hypermotility is 
checked by the musculotropic and 
neurotropic effects of Bentyl*—more 
effective than atropine, without the 
usual side effects.’ 


Rapid, Prolonged Antacid Effects* 
Balanced antacids act swiftly ... do 
not cause laxation or constipation. 


Demulcent Protection® . . . Normal 
tissue is safeguarded, and physio- 
logic repair of damaged areas is en- 
hanced. 


Anti-enzyme Action* . . . Necrotic 
effects of pepsin and lysozyme are 
effectively curbed. 


Composition: 

Each 10 ce. (2 teaspoonfuls) of Ko- 
lantyl Gel or each Kolantyl Tablet 
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Bentyl (dicyclomine) 

Hydrochloride q 
Aluminum Hydroxide Gel.. 400 mg. 
Magnesium Oxide 
Sodium Lauryl Sulfate .... 25 mg. 
Methylcellulose 


Dosage: 

Gel—2 to 4 teaspoonfuls every three 
to four hours, or as needed. 
Tablets—2 tablets (chewed for more 
rapid action) every three hours, or 
as needed. 


Supplied: Gel—12 oz. bottles. 
Tablets—bottles of 100 and 1,000. 


* Merrell’s distinctive antispasmodic that provides direct, 
fast relief of G.1. spasm and pain. 


1. McHardy, G., and Browne, D.: South. 
M. J. 45:1139, 1952. 2. Hufford, A. R.: Rev. 
Gastroenterol. 18:588, 1951. 3. Johnston, 
R. L.: J. Indiana St. M. A. 46:869, 1953. 4. 
Miller, B. N.: J. South Carolina M. A. 
48:245, 1952. 
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Notice of Proposed Amendments 


Notice has previously been given of the Ninth Annual Scientific Assembly of the 
American Academy of General Practice to be held in the City of Saint Louis, Missouri, 
March 25 to 28, 1957, at Kiel Auditorium. The Congress of Delegates will convene at 
the Sheraton-Jefferson Hotel in Saint Louis at 2:00 p.m. on Saturday, March 23, 1957. 

Pursuant to Articles IX and X, the following amendments to the Constitution and 
By-Laws have been proposed and will be submitted to the Congress of Delegates by the 
standing Committee on Constitution and By-Laws at the annual meeting: 


No. 1: To Amend Section 3 of Chapter I 
of the By-Laws 


Proposed by the Commission on Mem- 
bership and Credentials 


To Permir State CuHaprers To Re- 
CEIVE PosrGRADUATE StuDy Reports 


ResotveD, That Section 3 of Chapter I 
of the By-Laws shall be amended by 
striking therefrom the first two sentences 
of said section on Lines 8 to 15 and sub- 
stituting in lieu thereof the following: 
A record of postgraduate study accept- 
able to the Commission on Education 
shall be furnished annually by each ac- 
tive member as a condition to continued 
active membership. Such record shall be 
furnished on a form approved by the 
Commission on Membership and Cre- 
dentials and shall be sent by each mem- 
ber annually to the executive secretary 
of the American Academy of General 
Practice or, in states where such has 
been approved by the Commission on 
Membership and Credentials, to the sec- 
retary of his constituent state chapter.” 


Rationale: The Commission on Mem- 
bership and Credentials has already 
granted thirteen states the privilege of 
receiving and recording postgraduate 
study reports from their members. 
The commission itself has proposed 
this amendment to recognize a fait 
accompli and to achieve a practical 
reasonableness in a situation that is 
now complex and confused. Ifadopted, 
the proposed amendment would per- 
mit state chapters to receive postgrad- 
uate reports on their own forms, pro- 
vided they were approved by the 
commission. At the same time, states 
which did not wish to undertake this 
task could continue to have the re- 
ports sent out, received, and recorded 
by the national organization. 


Recommendation of the Committee: FOR 


No. 2; To Amend Section 2 of Chapter I 
of the By-Laws 
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Proposed by the Commission on Mem- 
bership and Credentials 


To Ratse REQUIREMENTS FOR MEMBER- 
SHIP 


Resotvep, That Section 2 of Chapter I 
of the By-Laws shall be amended by 
striking therefrom the sentence begin- 
ning at Line 14 and ending at Line 15 
and substituting in lieu thereof the fol- 
lowing: ‘Candidates for membership 
who were graduated from medical school 
after January 1, 1950, must have had at 
least one year of rotating internship at a 
hospital approved for internship training 
by the Council on Medical Education 
and Hospitals of the American Medical 
Association.” 


Rationale: The Commission on Mem- 
bership and Credentials has proposed 
that the present clause permitting an 
“equivalent” for internship as a re- 
quirement for membership be elim- 
inated. This proposal was subsequently 
approved by the Board of Directors. 
The commission recommends that 
this section be amended so that every 
candidate for membership must have 
at least a one-year internship. The 
Committee on Constitution and By- 
Laws, however, feels that this would 
be an unreasonable requirement for 
many older candidates for member- 
ship who entered practice before in- 
ternships were customary. Accord- 
ingly, this committee is submitting 
herewith a revised proposal to require 
an internship only of candidates for 
membership who finished 
school after 1949. 


medical 


Recommendation of the Committee: For 


No. 3: To Amend Section 3 of Chapter 
V of the By-Laws 


Proposed by the Committee on Constitu- 
tion and By-Laws 


To Etmunate Conriict oF Section 3 
WITH SECTION | oF CuHapTer V 


Resotvep, That Section 3 of Chapter V 
of the By-Laws shall be amended by 


striking the second sentence therefrom. 


Rationale: There is a conflict in Chap- 
ter V at present wherein it is now 
stated that, “The election of all offi- 
cers shall be by a majority vote.”’ This 
is in Section 1. Later, in Section 3, 
after having provided for the election 
of a Speaker and Vice Speaker from 
its own number by the Congress of 
Delegates, it is provided that, ‘The 
nominee receiving the highest number 
of votes shall be declared elected.” 
The above amendment is proposed to 
remove this conflict by providing for a 
majority vote for the election of all 
officers including the Speaker and 
Vice Speaker. The Committee on Con- 
stitution and By-Laws also considered 
the advisability of continuing the pres- 
ent practice of declaring the nominee 
who receives the highest number of 
votes for the office of Speaker and Vice 
Speaker to be elected. This could be 
accomplished by amending Section 1 
of Chapter V by inserting in the first 
sentence of the second paragraph 
thereof, at Line 11, the words, “‘ex- 
cept in the case of the Speaker and 
Vice Speaker of the Congress of Dele- 
gates.”” The committee, however, rec- 
ommends that all officers be elected 
by a majority vote including the offi- 
cers of the Congress of Delegates, the 
Speaker and Vice Speaker. 


Recommendation of the Committee: FoR 


No. 4: To Amend Section 6 of Chapter 
IX of the By-Laws 


Proposed by the Committee on Constitu- 
tion and By-Laws (referred to it by the 
1956 Congress of Delegates) 


To Provipe ror CHAIRMAN oF Com- 
MITTEE ON Screntiric AssemMBty To 
SERVE AN AppITIONAL YEAR ON Com- 
MITTEE IF His Term Has Expirep 


Resotvep, That Section 6 of Chapter IX 
of the By-Laws shall be amended by in- 
serting a new sentence before the last 
sentence thereof at Line 18, said sen- 
tence reading as follows: ‘The Chairman 
of the Committee on Scientific Assembly 
shall be ex officio a member of the com- 
mittee for a period of one year following 
his term as chairman if his term on the 
committee terminates with his term as 
chairman.” 


Rationale: The purpose of this pro- 
posed amendment, which has been 
approved by both the Committee on 
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Scientific Assembly and the Board of 
Directors, is obvious. The committee 
recommends its adoption. 


Recommendation of the Committee: FoR 


No. 5: To Amend Article IX of the Con- 
stitution 


Proposed by the Committee on Constitu- 
tion and By-Laws 


To Euminate Conriict 1n Require- 
MENTS FOR NoTIceE OF AMENDMENTS TO 
THE CONSTITUTION AND TO THE By- 
Laws 


Resotvep, That the Constitution shall 
be amended by,striking therefrom all of 
Article IX and substituting in lieu there- 
of the following: “‘Articte IX, Adoption 
and Amendment of By-Laws, By-Laws 
may be adopted or amended by an af- 
firmative vote of at least two-thirds (24) 
of the delegates present and voting at 
any meeting of the Congress of Dele- 
gates, provided such proposed amend- 
ments shall be given by one or more 
members of the Academy to the execu- 
tive secretary at least ninety (90) days 
prior to said meeting and notice shall 
have been given by him of such proposed 
amendments to the members of the 
Academy by mail or official publication 
at least thirty (30) days before the meet- 
ing at which such proposed amendments 
are to be acted upon.” 


Rationale: Several years ago it was 
pointed out that unless proposed 
amendments are received at the head- 
quarters office at least ninety days be- 
fore the ensuing meeting it is impos- 
sible to meet the production schedule 
of GP and get the proposed amend- 
ments published in the February issue 
of the official journal, which is the last 
issue which will comply with the 
thirty days’ notice requirement. We 
should have proposed amendments 
not later than January 1 if they are to 
appear in the February issue. Several 
years ago notice was taken of this fact 
and an amendment was adopted im- 
posing the ninety days’ notice re- 
quirement in Article X pertaining to 
amendments to the Constitution, but 
through misadventure or oversight 
Article IX was not changed. The re- 
quirements should apply equally to 
proposed amendments to the Consti- 
tution and the By-Laws. Hence this 
proposed amendment. 


Recommendation of the Committee: FOR 
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No. 6: To Amend Section 1 of Chapter 
V of the By-Laws 


Proposed by Walter W. Sackett, Jr., 
M.D. 


To Cuance MEtuHop oF BALLOTING IN 
ELECTIONS 


Wuereas, Each year in the House of 
Delegates (sic.) of the AAGP in the se- 
lection of the officers of the Academy 
and the three incoming directors a good 
bit of valuable time is unnecessarily con- 
sumed in those contests where a runoff 
is necessary, and 

WHEREAS, in any year where an excess 
of necessary business, coming concur- 
rently with several closely contested 
elections, might result in consumption of 
time that could necessarily delay the 
opening of the meetings of the Scientific 
Congress, and 

Wuereas, there is available a scientific 
and ethical method whereby the time 
consumed by runoffs can be completely 
eliminated, therefore, 

Be Ir Resotveo Tuat Paragraph 2 of 
Section 1 of Chapter V of the By-Laws 
be changed to read as follows: ‘Election 
of all officers and directors shall be by 
majority vote. Voting shall be by secret 
ballot and where there are more than 
two candidates for any office the ballot 
shall be marked with a first and second 
choice vete. In case of a tie or lack of a 
majority vote for any office the tellers of 
the House shall tabulate the second 
choice votes of those candidates who 
have been eliminated and these second 
choice totals shall be added to the orig- 
inal count of the two highest candidates 
in determining the winner. Candidates 
for the Board of Directors shall be nom- 
inated for a specific vacancy occurring 
on the Board.” 


Rationale: The purpose of the above 
proposed amendment is obvious. The 
Committee on Constitution and By- 
Laws feels that it presents certain in- 
herent disadvantages. The committee 
feels that any time lost balloting under 
the traditional system of majority vote 
is time well spent. Therefore, the com- 
mittee recommends that the present 
system as provided in Section 5 be 
continued with the minor provision 
proposed in Amendment No. 3. 


Recommendation of Committee: AGAINST 


No. 7: To Amend Section 7 of Chapter 
I of the By-Laws 


Proposed by the Board of Directors 





To Permrr SustaintnG MEMBERS TO 
Retain Orrice 1F TRANSFERRED FROM 
Active Memsersuie DurinG TERM 0} 
OFFICE 


Resotvep, That Section 7 of Chapter | 
of the By-Laws shall be amended by 
striking the words “and may not hold 
office” from the last sentence thereof and 
substituting in lieu therefore the follow- 
ing words; “and may not be elected to 
office.” 


Rationale: Dr. Arthur S. Haines has 
proposed that the present restriction 
against sustaining members be elim- 
inated. This recommendation was re- 
ferred by the Board of Directors to the 
Committee on Constitution and By- 
Laws. In considering the proposal, 
however, the committee came to the 
conclusion that the philosophy and 
concepts of the Academy decreed that 
only actively practicing physicians 
should be elected to office. It was 
recognized by the committee, how- 
ever, that an active member elected to 
office might, for reasons of health or 
otherwise, be transferred to sustaining 
membership during his term of office. 
The committee therefore revised the 
original proposal to provide that a 
member could continue to serve out 
his term of office if transferred to sus- 
taining membership. The committee 
would continue to require that only 
active members are eligible for nom- 
ination to office. 


Recommendation of the Committee: ror 


No. 8: To Amend Section | of Chapter 
VI of the By-Laws 


Proposed by J. 8. DeTar, M.D. 


To ProvivE FOR THE PRESIDENT-ELECT 
to AssuME OFFICE IN THE EVENT OF THE 
DEATH OF THE PRESIDENT 


Resotven, That Section 1 of Chapter VI 
shall be amended by striking therefrom 
the first portion of the third sentence 
thereof beginning on Line 6 preceding 
the semicolon in said line and capitaliz- 
ing the word ‘'The” beginning after said 
semicolon, and by adding to said section 
the following: “In the event of the death 
or resignation of the president during 
the term of his office or if he shall for any 
reason be unable or unqualified to serve, 
the president-elect shall succeed to the 
office of president for the unexpired por- 
tion of the president’s term. If both the 
offices of president and president-elect 
shall become vacant for any reason, then 
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the vice president shall succeed to the 
unexpired portion of the president’s 
term and at the next ensuing meeting of 
the Congress of Delegates there shall 
be elected both a president and a presi- 
dent-elect.” 


No. 8A: Substitute Proposal to Amend 
Section 1 of Chapter VI of the 
By-Laws 
Proposed by the Committee on Constitu- 
tion and By-Laws 


To PRovIDE FOR THE VICE PRESIDENT 
to AssuME OFFICE IN THE EVENT OF 
THE DEATH OF THE PRESIDENT 


vice president should succeed to the 
office of president to serve out the un- 
expired portion of his term in the 
event of such a contingency. It would 
further provide that in the event of the 
death or incapacity of both the presi- 
dent and vice president, the Board of 
Directors should appoint someone to 
fill out the unexpired portion. Thus, 
the normal succession of president to 
president-elect would be continued. 
Only in the event of the death or in- 
capacity of the president-elect before 
his term of office begins would the 
Congress of Delegates elect a substi- 
tute. In this event, the Congress would 
elect a president and president-elect 


proposed amendment would permit a 
director to be re-elected to succeed 
himself for one additional term only 
and would prohibit his election to the 
Board at any subsequent time. 


Recommendation of the Committee: For 


No. 10: To Amend Section 3 of Chapter 


VII of the By-Laws 


Proposed by the Committee on Constitu- 
tion and By-Laws 


To E.mMinaTE THE REQUIREMENT FOR 
Seventy-Two Hours NOorice oF 
Executive COMMITTEE MEETINGS 


Resotvep, That Section 1 of Chapter both at the first meeting following the Resotvep, That Section 3 of Chapter VII 
VI shall be amended by striking there- death or resignation of the president- of the By-Laws shall be amended by 
from the first portion of the third sen- elect, as presently provided for in striking from the second paragraph 
tence thereof beginning on Line 6 pre- Section 3 of Chapter VI. thereof the second and third sentences. 


ceding the semicolon in said line and 
capitalizing the word “The” beginning 
after said semicolon, and by adding to 
said section the following: “In the event 
of the death or resignation of the presi- 
dent during the term of his office or if 
he shall for any reason be unable or un- 
qualified to serve, the vice president 
shall succeed to the office of president 
for the unexpired portion of the presi- 
dent’s term. In the event of the death, 
resignation, or incapacity of both the 
president and the vice president, the 
Board of Directors shall elect a president 
for the unexpired portion of the term.” 


Rationale: President J. S. DeTar has 
pointed out that there is no expressed 
provision for succession to office in the 
present By-Laws. Law and custom 
provide, however, that under the 
present By-Laws the vice president 
would succeed to the office of presi- 
dent in the event of the death or in- 
capacity of the latter. Dr. DeTar, in 
submitting his proposal to the com- 
mittee, expressed the opinion that the 
members of the Academy would prefer 
the president-elect to succeed to the 
office of president in the event of his 
death or incapacity. The Committee 
on Constitution and By-Laws is of a 
contrary opinion and feels that the 
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Recommendation of the Committee: 
AGAINST proposed Amendment No. 8 
and For substitute proposal No. 8A. 


No. 9: To Amend Section 8 of Chapter 
VI of the By-Laws 


Proposed by the Committee on Constitu- 
tion and By-Laws (referred to it by the 
Board of Directors) 


To Permit a Direcror TO Serve Two 
TERMS 


Resotvep, That Section 8 of Chapter VI 
of the By-Laws shall be amended by 
striking the second sentence thereof be- 
ginning in Line 8 and ending in Line 10 
and substituting in lieu thereof the fol- 
lowing: “‘No director shall serve more 
than two terms.” 


Rationale: This proposal has been con- 
sidered by the Congress of Delegates on 
previous occasions. Its purpose is ob- 
vious. The Committee on Constitu- 
tion and By-Laws feels that while there 
is no requirement in this proposed 
amendment that the Congress of Dele- 
gates re-elect a director to succeed 
himself that the present restriction 
should be removed so that the Con- 
gress could be permitted to do so 
under exceptional circumstances. The 


Rationale: This amendment was rec- 
ommended to the Congress of Dele- 
gates in 1956 by the Board of Direc- 
tors. Following hearings it was 
disapproved by the reference commit- 
tee. After an additional year’s experi- 
ence the Committee on Constitution 
and By-Laws has concluded that the 
requirement for three days’ notice 
before the Executive Committee can 
act on emergency matters is an unne- 
cessary restraint upon its powers. It is 
true that notice can be waived, but the 
law does not permit waiver after a 
meeting. Hence, unanimous attend- 
ance and unanimous waiver of notice 
is necessary before the Executive Com- 
mittee can meet or act through con- 
ference telephone hook-up on matters 
requiring immediate decision. 


Recommendation of the Committee: ror 





Norte: I hereby certify that the above 
proposed amendments were received by 
the secretary of the American Academy 
of General Practice in accordance with 
the requirements set forth in Article IX 
and Article X of the Constitution. 


Signed: Mac F. Canat 
Executive Secretary 
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Rautensin provides all the 
essential antihypertensive alkaloids 


Rautensin (the alseroxylon fraction complex 
of Rauwolfia) contains both rescinnamine 
and reserpine, together with the other 
valuable alkaloids. 


Produces a gradual and sustained drop 
in blood pressure. 


Calms and soothes the patient without 
loss of alertness. 


Rautensin is less likely 
to produce mental depression 


The alseroxylon fraction complex of 
Rauwolfia was found less prone to cause 
mental depression.' 


Does not usually cause drowsiness. 
Is purified and is therefore free of inert 
dross present in the whole root. 


1. Moyer, J.H.; Dennis, E., and Ford, R.: 
A.M.A. Arch. Int. Med. 96: 530, 1955 
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